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EPLITORLALS 


CALIFORNIA DEPARTMENT OF PUBLIC 
HEALTH BILL: ASSEMBLY BILL 2107 
DEFEATED 

Assembly Bill 2107 Sought to Change Exist- 
ing Board of Public Health—On January 25, 
1939, Assemblyman Ralph C. Dills of Compton, 
Los Angeles County, introduced Assembly Bill 
2107 to modify the California Health and Safety 
Code relating to the State Department of Public 
Health. The bill was amended in Assembly on 
April 19, and again on May 3. When the measure 
first made its appearance, there was some doubt 
as to who were responsible for its introduction and 
support. As hearings progressed, however, the 
motivating influences became apparent, since it de- 
veloped that certain members of the faculty of the 
University of California were, presumably, among 
the major proponents of the legislation. 

* * K 


Connection With the California Medical Eco- 
nomic Survey.—An interesting sidelight was 
the fact that one or more of the sponsors had been 
connected with the California Medical Economic 
Survey—that unhappy experience through which 
a levy was made upon the savings of the California 
Medical Association in the amount of $46,126.84 !* 

It may be of interest to recall that, on page 
xxxv of the California Medical Economic Report, 
in referring to those who had given him aid, Sur- 
vey Director Paul A. Dodd of the University of 
California at Los Angeles, is quoted as follows: 


Acknowledgment for special aid and codperation is made 
to the following : 


Dr. E. F. Penrose. (Prepared the manuscript for Part 
IV: The Organization of Medical Services—The Public 
Health Situation in California; Nature and Extent of 
Public Activities; Health Insurance.) ... 


Professor Samuel C. May,? because of his wide experi- 
ence in the field of public administration, has been most 
helpful in formulating sound practical recommendations. 


In passing, it may also be observed that Profes- 
sor Penrose recently appeared before an Assembly 
Committee to speak in favor of the passage of 
A.B, 2107; and that Professor May was active in 
supporting the compulsory health act, A.B. 2172. 


7 Editorials on subjects of scientific and clinical interest, 
contributed by members of the California Medical As- 
sociation, are printed in the Editorial Comment column 
which follows. 

* For financial report, see page XXI of the California 
Medical Economic Survey. 

¢ Professors Penrose and May are members of the Berke- 
ley faculty of the University of California. 
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Illuminating Item in the “University of Cali- 
fornia Clip Sheet.”—In addition, the following 
somewhat naive item, which appeared in the Uni- 
versity of California Clip Sheet of May 28, fur- 
nishes this information concerning the interest and 
activities of the “Bureau of Public Administration 
of the University of California,” with which Pro- 
fessors Penrose and May are affiliated: 


State HEALTH Board CHANGES SUBJECT OF STUDY 

Facts and figures regarding the trend of state govern- 
ments everywhere toward a state health department con- 
trolled by a single individual rather than a board, are set 
forth in a study made by the Bureau of Public Adminis- 
tration of the University of California for the information 
of a number of members of the present state legislature. 
The study states that the problem now is to determine 
whether the public health of the state can progress better 
under a board relatively independent of the governor, as 
at present, or under a single trained and qualified executive 
who would be responsible to the governor alone. 

The study points out that, in California, members of the 
board of health are appointed for overlapping four-year 
terms by the governor, and that, therefore, most of the 
governor’s first term has elapsed before he can appoint a 
majority to the board. This, it is contended, makes the 
board virtually independent not only of the governor, but 
also of the governor-appointed executive officer or state 
director. It is difficult under these circumstances for the 
governor to hold the director responsible for the work of 
the department, the study points out... . 


In regard to what has been presented above, it 
may be stated that those members of the medical 
profession who have had the privilege of reading 
the text of the comments on the work of the Calli- 
fornia State Department of Public Health as sub- 
mitted in Professor Dodd’s manuscript copy— 


presumably prepared in good part by Professor 
Penrose—were not surprised that they should have 
expressed opinions in favor of the passage of 
A.B. 2107—introduced by Assemblyman Dills, 
whose occupation is given in the Assembly roster 


as that of a teacher. 
* * a 


Nature of Proposed Law Excites Wonder- 
ment.—It is of course the privilege of all citi- 
zens to advocate legislation, concerning public 
needs, that is in harmony with their own views; 
and no exception is here taken to the exercise of 
that right. 

It may not be out of place, however, to express 
surprise at the nature of the supposed improve- 
ments included in A.B. 2107; and particularly so, 
since the contemplated changes, had they been 
enacted into law, would have done away with the 
efficient set-up that has existed since the year 1870, 
at which time the State of California had the 
honor of creating the second state board of public 
health to be established in the United States; 
Massachusetts being the first, by virtue of an 
-arlier session of its legislature. 

Astonishment concerning A.B. 2107 is inten- 
sified as the three drafts (of January 25, April 19, 
and May 3) are read, and the nature of proposed 
changes and their significant amendments are 


noted. 
x * xk 


Interesting Legislative Course of A.B. 2107. 
—Because the course of A.B. 2107 vividly por- 
trays the nature of the problems which confront 
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the California Medical Association Committee on 
Public Policy and Legislation, when it is called 
upon to watch the drift of prospective legislation 
having relationship to public health and medical 
practice standards, and also for reasons already 
indicated, it may be worth the while to comment 
at greater length on A.B. 2107,* as a case in point. 


* * * 


California Board of Public Health as Now 
Constituted.— Under the existing California 
Health and Safety Code, the State Board of Public 
Health consists of eight members—seven Doctors 
of Medicine and one Doctor of Dental Surgery, 
inclusive of the Director of Public Health, who is 
a member and the secretary of the Board. The 
Director, appointed and serving at the will of the 
Governor, is the only salaried officer. The other 
members are appointed in four-year staggering 
terms, to permit continuity of policy. The Director 
is the executive officer of the Board and works 
under its direction, with power to act in public 
health emergencies, but subject to the approval of 
the Board. 


At its meetings, lasting usually the better part 
of a day, the Board considers pending business, 
and during intervals, the San Francisco members 
act as an executive group, and in meetings held 
from day to day, work out lines of action with 
the Director, as new problems arise. 


The efficient services rendered by the Depart- 
ment are reflected in the low morbidity and mor- 
tality rates of the State, and the excellent manner 
in which public health problems and emergencies 
have been handled during the three-quarters of a 
century in which the Department has been in 
existence. 

x * x 


Basic Purpose of Proposed Law: A.B. 2107. 
—Under the influence of the groups previously 
mentioned and associated sponsors, A.B. 2107 
was introduced—a proposed law that would have 
blotted out an organization set-up that has handled 
in splendid manner the public health problems of 
California! To make the matter worse, the sug- 
gested changes were emphasized as much needed 


* The various references printed in the ‘‘Assembly Weekly 
History” as A. B. 2107 pursued its way through the As- 
sembly until lost in the Senate, are shown in the following 
quotations: 


2107—Dills, January 25. To Committee on Governmental 
Efficiency and Economy. 

An act to amend Sections 101, 107, 110, 111 and 113 of, to 
repeal Sections 102, 103, 104, 106 and 108 of, and to add Sec- 
tions 102, 103 and 104 to the Health and Safety Code, relat- 
ing to the State Department of Public Health. 

January 25—Read first time. To print and committee. 

April 18—From committee: Be amended and re-referred. 

April 19—Read second time, amended, and to engross- 
ment. 

April 20—Reported correctly engrossed. Re-referred to 
Committee on Governmental Efficiency and Economy. 

May 2—From committee: Be amended and re-referred. 

May 3—Read second time, amended, and to reéngross- 
ment. 

May 5—Reported correctly reéngrossed. Re-referred to 
Committee on Governmental Efficiency and Economy. 

May 19—Read second time. 

May 29—Read third time, passed, title approved. Notice 
of motion to reconsider given by Mr. Field. 

June 3—Reconsideration refused. To Senate: 

June 5—In Senate. Read first time. To Committee on 
Public Health and Quarantine. Withdrawn from com- 
mittee. Re-referred to Committee on Governmental Effi- 
ciency and Economy. 

[June 15—Tabled in committee.] 
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betterments, with implications, of course, that the 
present and preceding public health boards had not 
given efficient service. 

Let us see, however, what was the nature of 
the proposed improvements, as presumably spon- 
sored by the “Bureau of Public Administration of 
the University of California.” 

* * BS 

An Enlarged RGle for the Director of Public 
Health.—The essential nature of the intended 
changes is given expression in Section 101 which 
reads under the existing code: 

101. The department is under the control of the State 
Board of Public Health. 

The above was changed in A.B. 2107 as sub- 
mitted on January 25, 1939, to read: 

101. The department is under the control of the [* State 
Board] Director of Public Health who shall succeed to 
and is hereby vested with all of the duties, powers, pur- 
poses, responsibilities, and jurisdiction previously vested in 
the State Board of Public Health except as in this chapter 
otherwise provided. 

All administrative and executive powers and duties of 
the department are hereby vested in the director, to be 
exercised by him in accordance with the policies and rules 
and regulations established by the State Board of Public 
Health hereinafter created. 

On April 19, amendment deletions were made to 
the second paragraph, to make it then read: 

All administrative and executive powers and duties of 
the department are hereby vested in the director. 

In other words, the salaried Director would be 
alpha and omega, the beginning and end of public 
health administration in California! 

* * * 


Major Function of the New Board to Be 
“Advisory.”—To take the place of the Board of 
Public Health, as now constituted, a new board 
was to be created, as follows: 

102. There shall be and there is hereby created in the 
department a State Board of Public Health, consisting of 
the Director of Public Health and six other members which 
shall act solely in an advisory capacity and shall have the 
power, and it shall be its duty to formulate policies and to 
establish rules and regulations for the government of the 
department. 

It is to be noted that the new board “shall act 
solely in an advisory capacity.” In practical poli- 
tics, such an “advisory board”’ is usually construed 
to be merely a gesture or figure head board. Com- 
mon sense and observation verify this. 


* * * 


Proposed Changes in the Complexion of the 
Board.—And now, as to the complexion of the 
proposed board, as contemplated in the A.B. 2107 
draft of January 25, 1939: 

104. Of the members of the board other than the di- 
rector, three shall be licensed physicians and surgeons, hold- 
ing the degree of doctor of medicine, with experience in 
public health and sanitary science; one shall be a sanitary 
engineer ; and two shall be representative of the interests 
of the public. 

In the above draft, the number of licensed physi- 
cians and surgeons are reduced to three, although 
it is still stipulated that they shall hold “the degree 
of doctor of medicine.” 

The last line, that two of the board members 
“shall be representative of the interests of the 
public,” suggests the query: “What interests were 


* Text having an asterisk (*), and in brackets, relates to 
portions deleted from previous drafts. 
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the other members of this public health board sup- 
posed to represent ?” 
* * * 

“Doctor of Medicine” Requirement Elimi- 
nated.—Additional amendments provided that: 

The director shall be a physician of at least six years’ 
experience in the practice of his profession and of skill and 
experience in public health and sanitary science. 

He shall codperate to the fullest extent with the activities 
of the United States Public Health Service. 

It is observed that the provision that the Di- 
rector must be a physician holding the degree of 
doctor of medicine, having been dropped, the Gov- 
ernor could appoint an osteopathic physician as 
Director, if such was his desire. The gratuitous 
insertion of codperation with the United States 
Public Health Service seemingly adds nothing 
more than verbiage, because at no time in the past 
has there been lack of such codperation. 

* * * 

Other Board Changes.—Let us turn now to 
A.B. 2107, as amended on April 19, 1939, in 
which, perhaps, changes may be detected that 
might have possible appeal in efforts to secure 
votes of assemblymen and influential support from 
other sources. 

Section 102 on April 19 was amended to form 
a board consisting of “ten” instead of only “six” 
members; and to make certain that the board 
would be only “advisory” and nothing more, the 
words, 


and shall have the power and it shall be its duty to formu- 
late policies and to establish rules and regulations for the 
government of the department, 


were deleted, and in their stead, the following was 
inserted : 
The board shall do all of the following: 
1. Act as an advisory board to the director. 
2. Elect one of its members annually as chairman. 
3. Adopt sanitary rules and regulations within its juris- 
diction, subject to the approval of the director. 
4. Conduct hearings and make decisions subject to the 
approval of the director. 
5. Advise the director when called upon by him to do so. 
The board shall have no executive, administrative 
or appointive powers. 


Qualifications of the New Board.—Section 
104 was also changed. The first draft of that 
section had read: 

[*104. Of the members of the board other than the di- 
rector, three shall be licensed physicians and surgeons, 
holding the degree of doctor of medicine, with experience 
in public health and sanitary science; one shall be a sani- 
tary engineer ; and two shall be representative of the inter- 
ests of the public.] 


The above was deleted and a new arrangement 
provided : 

104. Of the members other than the Director of Public 
Health, four shall be licensed physicians and surgeons with 
experience or training in public health and sanitary science; 
one shall be a qualified sanitary engineer; one shall be a 
qualified dentist; one shall be a representative of the inter- 
ests of organised labor; one shall be a representative of 
the interests of industry; one shall be a representative of 
agriculture; and one shall be a representative of women’s 
organizations. 


The inclusions of the new board of ten are also 
worthy of reflection, for the insertions were sup- 
posedly made for a purpose. Of course, inasmuch 


* Text having an asterisk (*), and in brackets, relates to 
portions deleted from previous drafts. 
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as the amendments concerning the advisory board’s 
functions had virtually emasculated all power, 
there could be no very valid reason why the size 
of the board, for vote-getting or other purposes, 
should not have been increased. The wonder is, 
that it was not enlarged even more, to have made 
it, if possible, all-inclusive! 

The number of physicians was increased from 
two to four, but the stipulation that they should 
be “doctors of medicine” was deleted. In other 
words, the four physicians could all be cultist 
physicians. 

* * * 

Term of Office of the Director.—According 
to this draft of April 19, the Director would hold 
office, not at the pleasure of the Governor, but 
until January 15, 1943, and why, we do not know. 
In case of incompetence, such a provision would 
naturally add to the legal difficulties of his re- 
moval. 

The qualifications of the Director are also 
changed, and his salary is without a ceiling. In 
the amended paragraph, the Director again must 
be a “doctor of medicine” : 

The director shall be a physician and surgeon, holding 
the degree of doctor of medicine, of at least six years ex- 
perience in [*the practice of his profession and of skill 
and experience in public health and sanitary science] public 
health or sanitary science, or both. He shall receive a 
salary [*of ten] to be fixed by the Governor, which shall 


not be less than six thousand dollars per annum and neces- 
sary expenses incurred in the performance of his duties. 


Although when the third draft, that of May 3, 
is examined, it will be found that Section 107 was 
amended, to delete the words, “holding the degree 
of doctor of medicine.” 


* * * 


A.B. 2107 Is Passed by the Assembly !—On 
May 29, the draft of May 3 secured the favorable 
vote of the Assembly, the fight against its passage 
being led by Assemblymen Hugh M. Burns of 
Fresno and C. Don Field of Glendale. Efforts to 
secure reconsideration in the Assembly failed and 
the bill went over for placement on the Senate 
calendar, where it was allocated to the Committee 
on Public Health and Quarantine, to be later 
transferred to the Committee on Governmental 
Efficiency. After due consideration, the latter Com- 
mittee fortunately voted to table the measure, and 
the bill died in that Committee.* 


* Text having an asterisk (*), and in brackets, relates to 
portions deleted from previous drafts. 


7 So certain were some of the proponents of A.B. 2107 
concerning its passage and approval by Governor Olson, that 
they were indiscreet enough to send out an anticipatory 
news release! One such item from the Huntington Beach 
Signal of June 6, is here reprinted: 


[copy] 
HEALTH BILL AWAITS GOVERNOR’S OKEH 


Changes in the state department of health, which authori- 
ties are said to agree will mean more efficient service, yet 
will involve no increase in appropriations, were authorized 
here by Assemblyman Ralph C. Dills and now on the Gov- 
ernor’s desk, is certain to be signed since Olson is in accord 
with the program. 

“The department of health occupies a position of increas- 
ing responsibility,” Dills said. “It is entrusted not only with 
the expenditure of state funds, but also with the dispersing 
of large federal grants. It is, therefore, necessary for the 
well-being of the people that it be administered by a fully 
competent personnel. The director will now be given execu- 
tive power and sanitary rules and regulations will be strictly 
enforced.”’—Huntington Park Signal, June 6, 1939. 
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Thanks to All Who Aided in the Defeat of 
A.B. 2107.—The foregoing has been given 
space at some length, not only owing to the prin- 
ciples and issues involved, but because the bill, in 
spite of its many deleterious features, actually 
was passed by the Assembly, and that, notwith- 
standing vigorous opposition. Fortunately in the 
Senate, as stated, it was given a committee death. 
Had it gone on to passage and enactment into law, 
public health interests of California would have 
suffered a terrific jolt, and scientific medicine 
would have been placed in an unenviable position 
for years to come. 

Thanks, therefore, are here expressed to all 
who gave aid in calling the attention of the repre- 
sentatives at Sacramento to the public health 
menace of A.B. 2107, and thus assisted in the 
defeat of a measure that never should have been 
proposed, and whose provisions belied the high 
sounding arguments of some of its sponsors! 


WAGNER HEALTH BILL: S. 1620 


Articles on Wagner Health Bill Worthy of 
Perusal.—U. S. Senator Robert F. Wagner of 
New York is the sponsor of the Senate bill (S. 
1620) popularly known as the “Wagner Health 
Bill,” a proposed federal law to which consider- 
able space has been given in recent issues of 
CALIFORNIA AND WESTERN MeEpIcINE.* The 
Journal of the American Medical Association, in 
its issue of June 10, 1938, on pages 2424 and 2425, 
features the recent hearing on the proposed law, 
held on May 25, before the subcommittee of the 
Committee on Education and Labor of the United 
States Senate in Washington, D. C. It is to be 
hoped that many members of the California Medi- 
cal Association will take time to at least scan the 
articles here referred to, because of the great im- 
portance of the proposed federal legislation to 
public health and medical practice. 

* * * 


Two Items of Special Value.—The report of 
the Reference Committee of the House of Dele- 
gates, made at the American Medical Association 
meeting in St. Louis on May 17, and which ap- 
peared in our June issue, on page 447, is worthy 
of special consideration. Of great interest, also, 
is the statement of Haven Emerson, M. D., Pro- 
fessor of Public Health Practice at Columbia Uni- 
versity (also given in the same issue, on page 
460), whose testimony before the Washington 
subcommittee may be found on page 2428 of the 
Journal of the American Medical Association for 
June 10. 


Concerning the testimony of Doctor Emerson 
and of other officers and representatives of the 
American Medical Association, as given in the 
Journal of the American Medical Association, 
some physicians may be reluctant to give the time 
necessary for its perusal. However, an old saw 
affirms that circumstances alter cases; and that 


* Among others, see items as follows: June issue, on 
pages 447 and 460; May, on pages 368 and 388. In current 
issue, among press clippings, see an item on page 65. 





July, 1939 


applies to the Wagner Bill, S. 1620, which, if en- 
acted by the present Congress, would no doubt 
lead to revolutionary changes in medical practice 
in many states of the Union. Forewarned is to be 
forearmed, and the elaborate and complicated 
“health improvement” legislation, so insistently 
advocated not only in one state after the other, 
but in the federal congressional halls as well, means 
only one thing, namely: It is most urgent that 
every physician should realize how medical prac- 
tice standards are menaced by much of the pro- 
posed legislation, and that the suggested laws are 
not to be disregarded or scoffed at as the idle 
vagaries of well-meaning theorists. As a matter 
of fact, the contrary is practically the case ; that is, 
much of the proposed legislation has been inten- 
sively studied by the proponents of the measures, 
who have carried on a vigorous propaganda cam- 
paign among all social, and especially the mass- 
voting classes, in efforts to secure from among 
the members of such groups their most active allies 
for the passage of the so-called “health laws.” 

It has been stated that the Wagner Health Bill 
will probably not be voted out of committee dur- 
ing the present session of Congress ; but that does 
not mean it will not reappear, with stronger back- 
ing than ever, in the succeeding Congress. 


* * * 


County Societies Should Place Wagner Bill 
on Their Programs.—It is urged upon the offi- 
cers and program committees of every component 
county society, to arrange to have their first meet- 
ings, after the summer vacation months just 
ahead, given over to a consideration of California 
and national legislation, related to public health 
and to medical practice. In every county society 
there are always some members who are watching 
legislative trends; and in the absence of other 
speakers, some of these colleagues might well. be 
invited to take part in a symposium discussion 
on these problems. Were the invitation to be 
extended now, and in due time, and proper pub- 
licity thus given to the prospective meeting, worth- 
while attendance could be brought out, with much 
good accruing through the exchange of opinion 
and discussion. 

Remember, the Wagner Health Bill, now before 
Congress, is not dead. Its loosely drawn text— 
whether drafted so intentionally or otherwise is 
not known—would permit vast extensions into the 
field of curative medicine, to the detriment of real 
progress in preventive medicine, with additional 
possibility of tremendous injury to curative medi- 
cal practice and hospitalization standards and in- 
vestments. Take the time, therefore, in some 
leisure periods to acquaint yourselves with these 
matters. You may be surprised to learn what is 
going on. 


VACATION PLANS 


Vacation Periods Are Welcome.—Summer 
months, in recent years, have taken on somewhat 
of a new meaning for many physicians, that being 
the period during which relief is nowadays obtained 
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from the frequent meetings of hospital staffs, medi- 
cal and other societies. 

The vacation change in the routine of the calen- 
dar allotments of the year is a welcome variation ; 
and to practitioners of the healing art should have 
special appeal. The hope is expressed that, for 
longer or shorter periods, all physicians may be 
able so to arrange their affairs as to permit at least 
short sojourn amid different surroundings and 
scenes, in order that they may return to their work: 
and responsibilities, refreshed in body and mind, 
and stimulated to take up the tasks of each day with 
renewed energy and enthusiasm. 


* * * 


Contemplative Introspection of Value.—A 
vacation period can be made to serve to good end, 
also, if some of its time is given over to leisurely 
introspection and evaluation of one’s routine activi- 
ties; with self-queries on possible rearrangements 
and improvements. Such contemplation need not 
be limited to purely personal matters. Indeed, the 
consideration of those relationships that have to do 
with collective action may be even more important. 
Certainly, in times like the present, with so many 
assaults in the forming, and all intended for attack 
on medical practice procedures and standards (and 
thus, by indirection upon the very medical profes- 
sion that has been responsible for most of the work 
giving to the United States the lowest morbidity 
and mortality rates among civilized countries), it is 
desirable that every physician should develop an 
active consciousness of his obligations to his pro- 
fession and to his fellow physicians. It may be quite 
in order, therefore, to place among the handbag 
literature, to be browsed over during a vacation 
sojourn, some of the many printed articles to be 
found in books, medical and other magazines, in 
which health insurance plans, in their various legis- 
lative and other forms, are discussed. 


* * * 


Modern Day Propaganda May Not Be Ig- 
nored.—It is important for physicians to keep 
in mind that everywhere men and women’s service 
and other clubs are placing these topics on their 
lecture and study programs, and that proponents 
of plans antagonistic to the best interests of scien- 
tific medicine and the public health are more than 
active in efforts to promote acceptance of their 
ideas and promulgations at such meetings. Audi- 
tors often turn to their physician friends for au- 
thoritative information on the issues under dis- 
cussion, and doctors of medicine themselves should 
be so well informed that clarifying and acceptable 
answers may be given to the requests for actual 
facts. Let it not be forgotten that modern day 
propaganda means cultivation of public opinion, 
and that public opinion may not be ignored. Where- 
fore, once again, each physician is urged to keep 
in touch with the trend of printed literature on 
medical service plans, and on public health and 
allied activities in all their various activities, so 
that he may be the better prepared to do his part 
in the educational campaign ahead. 
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FIFTY-THIRD CALIFORNIA LEGISLATURE: 
A RESUME ON PUBLIC HEALTH AND 
MEDICAL MEASURES* 


Legislature of 1939 Holds Record for Length 
of Session.—The fifty-third California Legisla- 
ture, with a session of 131 days, the longest on 
record, finally adjourned on June 20. Owing to 
the stress placed upon the proposed compulsory 
health law, other measures of vital interest to the 
public health were almost forgotten by many mem- 
bers of the Association. Not so, however, with 
the California Medical Association Committee on 
Public Policy and Legislation, and the many physi- 
cians who gave that committee and its effective 
work, as keymen and district workers, the most 


loyal cooperation. 
*x* -* * 


Appreciation for Services Rendered.— For 
the information of readers, we enumerate, with 
condensed comment, some of the more important 
measures disposed of by this legislative body, but 
before proceeding we desire once more to express 
appreciation, on behalf of the Association’s officers 
and the Committee on Public Policy and Legisla- 
tion, for the fine expression of loyalty and gen- 
erous endeavor constantly in evidence, when ap- 
peals were made for county society and individual 
aid. 

To the chairman of the Committee, Dr. Junius 
B. Harris of Sacramento, who this year, as in the 
past, whole-heartedly gave of himself to protect 
the public health and medical interests of Cali- 


fornia, thanks are again given. We only wish it 
were possible to fittingly express in words, when 
language seems weak, our sense of obligation for 
the services he has so splendidly rendered. 


* * * 


Comments on Some Major Public Health 
and Medical Practice Legislation—To com- 
ment now, if briefly, on some of the measures of 
special interest to physicians : 

For convenience in consideration, we shall take 
these up in turn under the headings: (1) Health 
Insurance; (2) State Board of Public Health; 
(3) State Board of Medical Examiners; (4) 
Cultist; (5) Nurses; (6) Hospitals. 


ee 


(1) Proposed Health Insurance Legislation. 

(a) S.B. 1128, introduced on January 25, 1939, 
was referred to the committee on February 2, and 
never reported out. Died in committee. 


(b) A.B. 2501, introduced on January 25, was 
referred back and forth to Assembly committees. 
Died in committee. 


(c) A.B. 2172, introduced on January 25. This 
was the much-discussed Compulsory Health Bill, 
sponsored by the State Administration, which went 
down to defeat in the Assembly on June 19. For 
detailed comment concerning this measure, see the 


* For itemized list of proposed laws relating to public 
health activities, and submitted at the fifty-third annual 
session of the California Legislature (session of 1939), 
see — AND WESTERN MEDICINE, March, 1939, on 
page 213. 
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June issue of CALIFORNIA AND WESTERN MEDI- 
CINE: editorial comment on page 394; Assembly 
roll call on the initial trial of strength, on page 
448 ; other comments on page 454. The Assembly 
vote, that prevented this much-sponsored and vig- 
orously supported act from going to the Senate, 
appears in this issue, on page 51. It is hoped all 
readers will refer thereto. 

The chapter on compulsory health insurance is 
not closed with the defeat of A.B. 2172 in the 
fifty-third California legislative session, because 
Governor Olson has power to place it, or a similar 
measure, on a special State election ballot, if he so 
chooses; and if the warnings or threats of the 
proponents of A.B. 2172 are well founded, it is 
more than probable that such a compulsory health 
insurance act may find a place on the November, 
1940, state election ballot. For the moment, how- 
ever, the proposed legislation has come to naught. 
In future numbers of the OFrFIcIAL JOURNAL, 
further comment may be made on the issues in- 
volved, since it has been stated that Governor Olson 
may include this subject in the call for a special 


session of the Legislature to be held, perhaps, in 
January, 1940. a a? co 

(2) Proposed Laws Relating to the State 
Board of Public Health. 


(a) A.B. 2107, introduced on January 25, 
passed the Assembly, and was referred to the 
Senate on June 3; where, after hearings in two 
committees, it was tabled by the Committee on 
Public Health and Quarantine. This measure, 
little less than vicious, and designed to annihilate 
the existing State Board of Public Health set-up, 
is discussed at some length on page 1 in this 
number. Its background and legislative course are 
worthy of contemplation from more angles than 
one. Physicians who desire to orient themselves 
on law-making procedures will find here an illumi- 
nating example of what may take place during a 
legislative session at Sacramento. 

(b) A.B. 493. The Prenatal Bill, “providing 
for the protection of unborn children and the pub- 
lic health by requiring examinations of pregnant 
or recently delivered women for syphilis, pro- 
viding penalties for the violation of the provisions 
thereof,” etc., was approved by the Governor on 
May 9, and is now listed in the code books as 
Chapter 127, Statutes of 1939. 

The text of this measure is printed in full in 
this issue, on page 71*. Every licensed doctor of 
medicine should read the new law. Penalties are 
provided when its provisions are not complied with 
by physicians! 

(c) S.B. 173. The “Premarital Bill,’* designed 
“for the protection of unborn children and the 
public health by providing for premarital exami- 
nations for syphilis, and providing penalties,” etc., 
while not a “companion measure” to A.B. 493, is 
a sort of first cousin. 


This bill also appears in full in this issue, on 
page 71. Fail not to acquaint yourself with its pro- 


* For press clipping items concerning the Premarital 
and Prenatal laws, see in this issue on page 63. 





July, 1939 


visions, for as with A.B. 493, there are penalties 
for those who do not observe its stipulations. 
* * * 


(3) Proposed Laws Relating to the State 
Board of Medical Examiners.*—Under this 
heading, one is almost at a loss to know how to 
begin. Several measures, of great significance to 
physicians who violate the provisions, have al- 
ready received the Governor’s signature, and in 
ninety days from the date of adjournment of the 
b egislature (which took place on June 20) will be 
placed on California’s statute books as laws. 

(a) A.B. 1574 adds “Section 382.s to the Penal 
Code, relating to dinitrophenol.” 

This act has been signed by the Governor. The 
text of the law is not long. He who violates its 
provisions commits a felony (fine, imprisonment, 
and loss of licensure! ). 

Why so severe a penalty was attached to this 
initial legislation concerning dinitrophenol we do 
not know. Every physician owes it to himself to 
read the provisions of this newly enacted law. 

It should not be forgotten that the record of 
conviction for a felony is prima facie evidence for 
citation before the Board of Medical Examiners 
for revocation of license to practice medicine ! 

The following is a copy of the text of Assembly 
Bill 1574: 

The people of the State of California do enact as follows: 


Section 1. Section 382.5 is hereby added to the Penal 
Code, to read as follows: 


382.5. Every person who sells, dispenses, administers or 
prescribes dinitrophenol for any purpose shall be guilty of 
a felony, punishable by a fine not less than one thousand 
dollars nor more than five thousand, or by imprisonment 
in the State prison for not less than one year, nor more 
than fourteen years, or by both such fine and imprisonment. 

(b) A.B. 1019. The comments concerning A.B. 
1574, which immediately precede, apply with equal 
force to A.B. 1019, on the dispensing of “diphe- 
nylamine.” The text of the law is otherwise the 
same as that given for A.B. 1574. 

(c) A.B. 449 is “An act to add Section 2175 to 
the Business and Professions Code, relating to the 
citizenship of applicants to practice medicine.” 
This act, if it becomes a law through signature by 
the Governor, will make it impossible for persons 
who are not citizens of the United States to secure 
licenses to practice medicine and surgery in Cali- 
fornia. It was one of the hard-fought measures 
of the present session, being passed in the Senate 
on June 19, after coming up from the Assembly, 
by a vote of 29 to 5.7 

(d) S.B. 234. This act passed both Assembly 
and Senate, and has been signed by the Governor. 
It will exempt graduates of approved Canadian 
medical schools from certain provisions applying 
to graduates of other foreign medical schools. 
(A foreign graduate must now show his diploma, 
received from a medical school approved by his 
respective country ; and a Jicense to practice in the 
said foreign nation ; and he must have served a year 


*If additional information concerning State Medical Board 
items is desired, address California State Board of Medical 
Examiners, 420 State Office Building, Sacramento. 

yt At the time the copy for these comments goes to the 
printer, it is not possible to indicate Governor Olson’s de- 
cisions on some of the measures here discussed. 
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of internship service in an American hospital ap- 
proved for interne training; and, if the Governor 
signs the citizenship bill, he must in addition have 
American citizenship. ) 

(e) A.B. 468. A recent ruling of the Attorney- 
General of the State of California, based on tech- 
nical, legal grounds, questioned the right of in- 
ternes, under certain conditions, to treat the sick. 
A.B. 468 corrects the technical deficiencies in 
existing laws. 

({) A.B. 477, “relating to unprofessional con- 
duct in the practice of medicine,” is an act that 
passed both Houses of the Legislature. The Gov- 
ernor has attached his signature. It safeguards 
the use of the prefix “Doctor” or “Dr.,” and be- 
comes Chapter 343 of the Statutes of 1939. 

(g) A.B. 469, “relating to false and untrue 
statements by persons licensed,” etc., becomes a 
law, as Chapter 342, Statutes of 1939. Provides 
penalties for making false statements on pension 
applications, etc. 

(h) S.B. 913, “relating to the sale of degrees, 
certificates and transcripts connected with the 
treatment of the sick or afflicted,’ has been signed 
by the Governor, and becomes Chapter 269, Stat- 
utes of 1939. Will do away with false diplomas, 
etc., in certain drugless practitioner and similar 
schools. 

(1) A.B. 437, “relating to signs and advertise- 
ments in connection with the practice of medi- 
cine,” would aid in the suppression of fly-by-night, 
subterfuge health lecture groups and individuals, by 
whom fees are collected. Passed’ Assembly and 
Senate, and was sent to the Governor for con- 
sideration. 

(j) A.B. 470, “relating to peace officers,” per- 
mits the State Board of Medical Examiners to 
have additional aid. Has been signed by the Gov- 
ernor. 

(k) A.B. 496, A.B. 2315 and A.B. 478 relate to 
standards for drugless practitioners, who come 
under the jurisdiction of the California State 
Board of Medical Examiners. 

* * * 


(4) Relating to Cultist Groups Seeking Legal 
Recognition. 

(a) A.B. 1203 is “An act regulating the per- 
sons engaged in and training for the practice of 
naturopathy and the schools instructing persons 
to engage therein.” 

This is none else than the proposed law to create 
a Board of Naturopathic Examiners, to license 
naturopaths, etc., that has been presented to the 
last several California legislatures, each time with 
increased backing. Fortunately at this, as in for- 
mer sessions, the measure was held in committee. 

Whether, however, so kindly a fate will always 
obtain in the future is perhaps a question con- 
cerning which more on some other occasion. 

* *«* * 

(5) Relating to Separate Board for Exam- 
ination of Nurses. 

(a) A.B. 620, “relating to the practice of pro- 
fessional nursing, nursing schools, and students 
in schools of learning,” is a law providing for a 
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separate examining board for nurses. Heretofore, 
nurses were registered by the California State 
Board of Public Health, through its Bureau of 
Nursing. The act was approved by both the As- 
sembly and Senate, and on June 22 was signed by 
the Governor, to become a law in ninety days. 

* * * 


(6) Relating to Hospital and Nonprofit Hos- 
pitalization Organizations. 

(a) A.B. 1712, an amendment to the Insurance 
Code, “relating to nonprofit hospital service 
plans,” passed both Houses and has been signed 
by the Governor. It was espoused by the three 
nonprofit hospital organizations in California, and 
will permit them jointly to carry forward their 
work to better advantage. 


(b) A.B. 1727, “An act relating to hospital 
records,” is another example of undesirable legis- 
lation that would have permitted attorneys and 
others to inspect and transcribe hospital records, 
etc. It had a justifiable death in committee. 


(c) A.B. 2499. This measure would have made 
possible the utilization of county hospital facilities, 
under proper stipulations, for all citizens of a 
county; and much work was done in connection 
with it. The proposed law had the special support 
of the various farm groups and agencies, but it was 
not possible to bring it out of committee. 

Concluding Comment.—If space permitted, 
many of the proposed laws noted above could have 
been discussed at length. The presentation here 
given is intended to acquaint members with some 
of the major measures. 


Other State Association and Component 
County Society News.—Additional news con- 
cerning the activities and work of the Cali- 
fornia Medical Association and its component 
county medical societies is printed in this issue, 
commencing on page 44. 


EDITORIAL COMMENTt 


CEREBRAL ANOXEMIA AND ITS 
SEQUELAE 


Himwich? has pointed out that the probable 
mechanism of the effect of insulin shock in pro- 
ducing any favorable results in schizophrenia is 
cerebral anoxemia. It is likely that treatment with 
metrazol (pentamethylentetrazol) depends on a 
similar mechanism. Several studies that have been 
made on the sequelae and anatomical changes 


7 This department of CALIFORNIA AND WESTERN MEDICINE 
presents editorial comments by contributing members on 
items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invi- 
tation is extended to all members of the California Medical 
Association to submit brief editorial discussions suitable 
for publication in this department. No presentation should 
be over five hundred words in length. 


1 Himwich, H. E., and Fazekas, J. F.: The Effect of 
Hypoglycemia on the Metabolism of the Brain, Endocrin- 
ology, 21:800-807, 1937. Himwich, H. E., Bowman, K. M., 
Fazekas, J. F., and Orenstein, L. L.: Effect of Metrazol 
Convulsions on Brain Metabolism, Proc. Soc. Exp. Biol. 
and Med., 37:359-361 (Nov.), 1937. 
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caused by anoxemia should lead to a very conserva- 
tive attitude toward any measures of therapy which 
cause a diminution of oxygen uptake in the brain 
tissues. 

Courville? showed that the pathological changes 
in the brains of patients who have died following 
nitrous oxid anesthesia are similar to those pro- 
duced in anoxemia from other causes. In some of 
his patients, however, death occurred too soon after 
the anesthetic had been administered to produce 
the gliosis that he described, Yant et al.,° in experi- 
mental asphyxia in dogs, found only hyperemia, 
edema and cellular damage in the brain, when the 
animals died immediately after exposure to either 
carbon monoxid or to an atmosphere of low oxygen 
tension. Proliferative reaction was found in the 
brains of other dogs which had been exposed to 
carbon monoxid for thirteen to nineteen hours, and 
which had lived for sixteen to one hundred and 
sixty-five days afterward. One must conclude that 
some of the neuropathological findings in Cour- 
ville’s patients were present at the time of the final 
physiological insult that caused their death. The 
neuropathological changes may have resulted from 
a similar physiological insult earlier in life, such as 
the asphyxia during birth described by Schreiber,* 
former anesthesia, anemia, exposure to carbon 
monoxid, chronic pulmonary disease or from other 
conditions which may have caused anoxemia. An- 
other cause may be the treatment of schizophrenics 
by “insulin shock.” 


Judging from the usual preoperative case history 
taken on surgical patients, it is not generally con- 
sidered important to question the patient as to 
incidents in his life which could have resulted in 
anatomical changes due to asphyxia. This is proba- 
bly because the actual number of cases reported by 
Courville and many others is relatively small, com- 
pared with the total number of patients given 
general anesthetics. 

Even though one were to attempt to elicit a his- 
tory of asphyxia from a patient, it would be difficult 
to be sure that the history was reliable. For this 
reason a word of warning should be expressed 
regarding permanent cerebral changes which may 
result from cerebral anoxemia from any cause. 

Physicians who see these patients dying in a state 
of decerebrate rigidity or, even worse, living as 
helpless wrecks of human beings, cannot help but 
be impressed. Undoubtedly, as the number of re- 
ported cases increases (and it is increasing) more 
general attention will be paid to this subject. 

532 West Poplar Avenue. 

Mayo H. Sotey, 
KaroLina B. Jump, 


San Mateo. 


2 Courville, C. B.: Asphyxia as a Consequence of Nitrous 
Anesthesia, Medicine, 15:129-245 (May), 1936. 


8 Yant, W. P., Chornyak, J., Schrenk, H. H., Patty, PF. A., 
and Sayers, R. R.: Studies in Asphyxia, United States 
Treasury Department, Public Health Bulletin, No. 221, 
pages 1-61 (Aug.), 1934. 

4 Schreiber, F.: Apnea of the Newborn and Associated 
Cerebral Injuries: A Clinical and Statistical Study, J. A. 
M. A., 111:1268-1269 (Oct. 1), 1938. 
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GLYCIN AND MUSCULAR FATIGUE 


What is potentially an epoch-making discovery 
in nutritional physiology was made about four years 
ago by Boothby’ and Wilder? of the Mayo Clinic, 
who found that a daily supplementary feeding, with 
relatively large doses (15 grams) of glycin, in- 
creases muscular strength and skill, and delays the 
onset of fatigue, as determined by subjective symp- 
toms. Moreover, in their hands supplementary 
glycin feeding tended to restore wasted muscle 
tissues in myasthenia gravis and related diseases. 
This observation is currently confirmed and placed 
on an objective basis by Ray, Johnson, and Taylor ® 
of the Department of Physiology, Long Island 
College of Medicine. 

Since many individuals are unable to take the 
suggested large doses of glycin without discom- 
fort, the Brooklyn biochemists have given their 
supplementary amino-acid feeding with foods rich 
in glycin—commercial gelatin, which contains about 
25 per cent glycin, being selected for most of 
their tests. They found that as much as 30 grams 
of gelatin can be given in a single dose if suspended 
in eight ounces of well-chilled orange juice. The 
mixture, however, must be taken promptly before 
the gelatin swells appreciably. 

In preparation for supplementary amino-acid 
feeding, six men and four women were maintained 
for a month on routine diets, and tested daily on an 
electrically recording bicycle ergometer. The maxi- 
mal output of work before fatigue sets in was thus 
determined for each individual during the control 
month. The ten subjects were then placed on a 
supplementary gelatin diet, the daily supplemen- 
tary intake being 60 grams of commercial gelatin 
for the men (or the equivalent of 15 grams of 
glycin), and about 50 grams of gelatin for the 
women, 

Under this forced glycin feeding the maximum 
work output before onset of fatigue increased 
rapidly in the men, reaching its maximum in about 
thirty days. This maximum was usually at least 
twice the amount of work on the pregelatin diet. 
In one case the maximum was 340 per cent of the 
initial work output. In contrast with this beneficial 
effect in men, no appreciable increase in work out- 
put was recorded for the women. At the end of 
about six weeks, the supplementary gelatin diet was 
discontinued ; the men, however, continuing to take 
the usual supplementary daily ration of orange 
juice, In all cases the work output before onset of 
fatigue fell rapidly, and was nearly as low as in 
the pregelatin period by the end of three weeks. 

A theory as to the mechanism of this favorable 
action of supplementary glycin feeding on muscula- 
ture efficiency was suggested by earlier investi- 
gators. Tripoli and Beard,* for example, demon- 
strated a creatinogenic action of glycin, and a 
storage of at least part of the resultant creatin in 


1 Boothby, W. M.: Proc. Mayo Clinic, Staff Meeting, 9:600, 
1934. 


2 Wilder, R. M.: Ibid., 9:608, 1934. 


3 Ray, G. B., Johnson, J. R., and Taylor, M. M.: Proc. 
Soc, Exper. Biol, and Med., 40:157 (Feb.), 1939. 


4 Tripoli, C. J., and Beard, H. H.: Southern Med. J., 31:662, 
1938, 


EDITORIAL COMMENT 


the muscles. Creatin storage in male muscle has 
been a recognized phenomenon for over a decade.® 
There is no evidence, however, of appreciable cre- 
atin storage in the female. Failure of the four 
women to respond to the supplementary gelatin 
diet, therefore, is in line with this previously recog- 
nized sex difference. 


Whether or not the beneficial effects of supple- 
mentary glycin feeding are confined to the skeletal 
muscles has not yet been determined. If future 
investigation should show the beneficial effects are 
shared by the cardiac muscle, or by certain smooth 
muscle structures, supplementary glycin feeding 
may in time become of wide clinical interest. Of 
particular interest would be a study of its effect on 
immunity mechanisms. A more palatable form of 
supplementary glycin feeding than that used by the 
Brooklyn physiologists should not be beyond com- 
mercial ingenuity. 

P. O. Box 51. 

W. H. Manwarine, 


Stanford University. 


5 Rose, W. C., Ellis, R. H., and Helming, O. C.: J. Biol. 
Chem., 77:171, 1928. 








Diphtheria—Just forty years ago diphtheria was so 
prevalent, so feared, and so contagious that it did not seem 
an unwarranted procedure for people to cross the street in 
a wide arc to avoid passing directly in front of the house 
quarantined with that disease. 

Until scientific discoveries revealed the cause and the 
methods for the cure and control of diphtheria, few dis- 
eases had presented such high mortality; or before whose 
onsets mankind was so helpless. An outbreak of diphtheria 
in a community caused a shudder of horror. The old rec- 
ords are full of instances where all the children of a family 
were swept away in spite of what medical knowledge of 
the time could do. 

Thanks, however, to modern researches, there are not 
few diseases about which so much is known. Its prevention 
and control are feasible, according to the United States 
Public Health Service (see “Diphtheria, Its Prevention 
and Control,” Supplement No. 156, Public Health Reports), 
provided the intelligent codperation of the sanitary authori- 
ties, the medical profession, and the general public is 
assured. 

In the original registration states—Maine, New Hamp- 
shire, Vermont, Massachusetts, Rhode Island, Connecticut, 
New York, New Jersey, Michigan, Indiana, and the Dis- 
trict of Columbia—the diphtheria death rate in 1900 was 
40.4 per 100,000 total population. By 1910 it had dropped 
to 22.5; a decade later, to 17.3. About that time a still more 
rapid decline began, and the rate in the same group of states 
was 4.3 in 1930 and 1.3 in 1934. It fell from 3.9, in 1933, 
the first year such a figure was made, to 2.4 in 1936, for 
the total continental United States. 

“Scientific medicine,’ according to the United States 
Public Health Service, “achieved one of its greatest tri- 
umphs when it placed in our hands the specific treatment 
for diphtheria—diphtheria antitoxin. Were it possible to 
apply this remedy in sufficient dose and early enough in all 
cases, the mortality from diphtheria would almost vanish. 


As it is, the disease has been robbed of much of its former 
terror.” 


Self-Protected—Few physicians die of tuberculosis 
despite the fact that they are constantly exposed to it. 
Knowledge defends them as it may yet defend other 
groups in the population when properly educated in self- 
protection. 
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ORIGINAL ARTICLES 


ON PERIODIC PREPAYMENT PLANS* 


By Lowe t S. Gorn, M. D. 
Los Angeles 


pe BREE: AYMENT plan of medical care is one 
in which groups of persons or individuals 
make periodic payments into a pooled fund, from 
which fund payments for medical care (including 
hospitalization ) may be made when indicated, Such 
plans, the antithesis of the traditional “fee for 
service” method of payment, came into existence 
as the effect of multiple and complex causes. If 
time permitted, we might trace these causes back to 
rather remote periods, and we might make out a 
good case for the argument that the die was cast 
when capitalism succeeded feudalism—when men 
exchanged status for contract. The employee, 
bound by a wage contract with an employer, had 
to depend on his own resources to stave off mis- 
fortune. With the end of feudalism came also the 
end of personal assistance to be expected from an 
overlord or from a guild. Great shifts in popula- 
tion occurred ; old occupations vanished and new 
ones appeared ; and all of these things, coupled with 
cyclic periods of production and suspension of com- 
mercial activity, are among the fundamental factors 
responsible for the rise of prepayment plans. 


TRENDS IN OUR OWN TIMES 


That the proponents of the necessity for change 
in our methods of supplying medical care have made 
fantastic claims is indisputable. So-called econo- 
mists are quoted as stating that one-third of our 
people receive no medical care—an obviously ridicu- 
lous statement. Harebrained theorists, activated by 
various motives, some of them fairly pure, have 
made equally silly statements; but when we have 
discounted these adequately, there remains a residue 
of truth. That truth is, in my own opinion, that 
we are caught up in the grip of powerful social 
tendencies, apparently irreversible in trend, having 
their origins in remote and complex causes, and 
which will overpower us unless we can command 
them. Nearly one hundred years ago Louis Napo- 
leon said: “March at the head of the ideas of your 
era, and those ideas will follow you and support 
you. March in their rear, and they will engulf you. 
March against them, and they will destroy you.” 


MAXIM OF LOUIS NAPOLEON 


If I have correctly stated the basic facts con- 
cerned ; if we can agree on these as premises, then 
it would seem that we are justified in heeding Louis 
Napoleon’s maxim, and in making our attempt to 
march at the head of these ideas, lest they destroy 
us. If we must lay aside the traditional fee-for- 
service plan of supplying medical care, we shall do 
so regretfully, not because of economic or financial 
considerations, but because, under that method we, 
and those who have gone before us, have provided 


* Address given at the third general meeting of the Cali- 
fornia, Medical Association at the sixty-eighth annual 
session, Del.Monte, May 1-4, 1939. 
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medical care with sincere devotion to the ideals of 
our profession, and with earnest, almost religious 
zeal for the welfare of our patients. We remember, 
and we hope that the world will remember, that 
even this tested and time-honored method was not 
of our choosing, but was forced upon us by a world 
in transition to its modern industrial status. If we 
discard this method, either in whole or in part, we 
have left, as alternatives, state or public medicine— 
a plan in which all physicians are paid servants of 
the State—and the prepayments plans. The first 
we shall dismiss with our solemn anathema, hoping 
that we shall not be forced into the necessity of 
becoming unionized as a last defense against such 
servitude. 


GROUPING OF PREPAYMENT PLANS 


Periodic prepayment plans fall naturally into 
three groups: those privately conducted; those 
operated by large groups, such as county or state 
medical societies, or like groups; and those insti- 
tuted by the state and established by statute. All 
are periodic prepayment plans, and all purport to 
take advantage of the same principle, e. g., the 
spread of impredictable individual costs over large 
groups of people. 

It may be argued that none of these are in such 
a state of perfection as to make them worthy of 
being our model, and this is true. But it is also true 
that it has, in the very nature of human reason and 
conduct, to proceed step by step from the imperfect 
to the perfect, and that perfection has not yet been 
attained is not a sure foundation for the thesis that 
it is unattainable. In establishing truth, said St. 
Thomas Aquinas, “we are aided by the reception 
of truths from those who have discovered them, 
and by our ability to avoid what have been proven 
errors.” We must, therefore, look at what prepay- 
ment plans there are and have been, if we are to 
profit by the knowledge and experience thus gained. 


RECENT SURVEYS BY AMERICAN MEDICAL 
ASSOCIATION BUREAU OF MEDICAL 
ECONOMICS 


There have been approximately twenty privately 
conducted plans surveyed by the Bureau of Medical 
Economics of the American Medical Association. 
These have been found to be open to certain com- 
mon objections, partly professional, partly ethical, 
and partly economic. It is certain that such groups 
cannot secure subscribers in sufficient number to 
insure a reasonable degree of success without solici- 
tation. The ethical prohibition of the solicitation 
of patients was not intended to soothe the vanity 
or bolster up the dignity of the physician, but, on 
the contrary, exists for the protection of the patient. 
Solicitation implies solicitor ; and whether that so- 
licitor be the physician himself or his paid agent, 
it must be clear that the claims of skill, honesty, 
experience, secret remedy, or what not, would be 
limited only by the limit of the imagination or un- 
scrupulousness of the solicitor. The sick, untrained 
in distinguishing between medical ability and out- 
rageous claims, would most certainly be led not to 
the best doctor, but to the one whose scruples or 
lack of them permitted him to promise the most. 
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Solicitation of patients, then, may fairly be classed 
as an evil, and as a grave objection to any plan 
which requires it. At this point I propose to diverge 
for a moment to answer a question that has been 
raised several times, and even now I can picture 
some of you as thinking: “Isn’t California Phy- 
sicians’ Service going to advertise, and isn’t it going 
to solicit patients?” As Voltaire said, “If we are 
going to dispute, we must define our terms.” Ethics 
is that branch of knowledge which deals with the 
relationship of man to man—the science of human 
conduct. If Dr. A. advertises, he puts to disadvan- 
tage Dr. B., who does not ; and herein lies the germ 
of an ethical controversy. But if the California 
Medical Association advertises, who is injured? 
How could it be a violation of the ethical prohi- 
bition of advertising by a doctor if all the doctors 
advertised, say the benefits of pneumonia serum ? 
Solicitation, in the meaning of the code of ethics, 
means the inviting or urging of a person to become 
the patient of the doctor on whose behalf solici- 
tation is made. California Physicians’ Service pro- 
poses nothing of the sort. It can have no patients, 
nor can it practice medicine. It will, no doubt, urge 
people to become beneficiary members of its corpo- 
ration so that the corporation can use the pooled 
funds of its members to pay some doctor chosen 
by the patient. If this is solicitation of patients, the 
English language is in a sad state of decay. 


PLACE OF ALLEGIANCE 


But to return to the immediate subject: A phy- 
sician employed by a private group owes allegiance 
primarily to his employer, while the whole theory 
of medical practice contemplates that allegiance as 
directed toward the patient. It seems inevitable 
that the physician thus situated must come eventu- 
ally to regard his profession as a sort of piecework 
to be got through with as expeditiously as possible. 
Thus is the traditional and very important patient- 
physician relationship destroyed, to the great dis- 
advantage of the sick and the lowering of the 
standards of medical care. With the rise of multi- 
ple group plans, unfair and even vicious price- 
cutting is inevitable. If Group A is more successful 
than Group B, the latter will reduce its rate as an 
inducement to A’s subscribers to join B; Groups 
C and A must then meet the new rate, and this can 
and will be continued until the standards of medical 
service in time, necessitated by the low rates, will 
be such that the sick public will suffer intensely. 


TWO MEDICAL SERVICE PLANS 


Despite the claimed economy of such plans, the 
Bureau of Medical Economics found that, while 
average costs of private practice are between 27 and 
34 per cent of gross income, the cost in private 
group practice is between 40 and 42 per cent of 
gross income. Economically, professionally, and 
ethically, then, these plans seem undesirable. There 
remain two methods of organization and operation 
of such plans, e. g., that which is set up by stat- 
ute—compulsory health insurance—and that set up 
by voluntary organization of large and representa- 
tive groups of physicians. We have seen both 
methods proposed simultaneously in this state: 


ON PERIODIC PREPAYMENT PLANS—GOIN 11 


California Physicians’ Service and the so-called 
administration bill for compulsory health insurance. 


TEN PRINCIPLES ESTABLISHED BY THE AMERICAN 
MEDICAL ASSOCIATION HOUSE OF DELEGATES 


Although it is likely that you are all quite familiar 
with the salient points of both proposals, it may 
be worth while briefly to compare them. A con- 
venient way to do so will be to set up the salient 
characteristics of each against the ten principles 
established by the House of Delegates of the Ameri- 
can Medical Association. 

1. All features of medical service in any method 
should be under the control of the medical pro- 
fession. California Physicians’ Service offers serv- 
ice under the immediate control of the physician 
giving it, and such other control as may be required 
in the hand of physicians elected by physicians. 
Compulsory health insurance reposes this control 
in the hands of a group of five laymen. 

2. No third party must be permitted to come 
between the patient and his physician in any medi- 
cal relation. California Physicians’ Service com- 
plies with the dictum, but the compulsory plan inter- 
poses the politically appointed medical director, the 
governing authority, and even the advisory council. 
The second principle also adds that all responsibility 
for the character of medical service must be borne 
by the profession—a thing easily realized under our 
voluntary plan, and one completely unattainable 
under compulsory health insurance. 

3. Patients must have absolute freedom to choose 
a legally qualified doctor of medicine. Under Cali- 
fornia Physicians’ Service they may do so, when 
and if the need for medical service arises. Under 
compulsory health insurance they may do so, too, 
and include osteopaths, but they must choose in ad- 
vance of need, and if they do not the state will 
choose for them. Moreover, if a patient is dis- 
satisfied with his medical attendant under the volun- 
tary method, he may change the attendant with as 
little ceremony and as easily as he does now; but 
under compulsory insurance the consent of the au- 
thorities is necessary and, if past experience is a 
proper guide, the patient will be either dead or have 
recovered before the red tape is even partly un- 
wound. 

4. The method of giving the service must retain 
a permanent confidential relation between patient 
and physician ; and this relation must be the funda- 
mental and dominating feature of any system. The 
impossibility of fulfilling this requirement under 
compulsory insurance must be obvious. It may be 
fulfilled without difficulty under the voluntary 
method. 


5. (In part.) All medical phases of all insti- 
tutions involved in the medical service should be 
under professional control. When one considers 
the plan of diagnostic centers and public hospitals 
contemplated by the pending legislation, it is per- 
fectly apparent that compliance with this doctrine 
is completely impossible. 

One might diverge here, for a moment, and 
remark that these ten principles which we are dis- 
cussing are the considered judgment of the repre- 
sentative physicians of America. They are not 
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the opinions of self-appointed medical advisors to 
political groups; nor even the profound thoughts 
that emanate from the mysterious recesses of the 
minds of economists. Just the considered judgment 
of America’s representative medical men, whom a 
plain man might expect to know more about the 
practice of medicine than even a professor of soci- 
ology, or a doctor of law. 


6. In whatever way the cost of medical service 
may be distributed, it should be paid for by the 
patient in accordance with his income status, and 
in a manner that is mutually satisfactory. 

The voluntary plan offers a method by which this 
may be done; the compulsory plan makes employer 
and state contribute to the payment of these costs. 
The one offers a dignified, self-respecting method 
of self-help, compatible with our American way of 
life, while the other takes one more step toward the 
subjugation of the citizen by the state! 

7. Medical service must have no connection with 
any cash benefit; the voluntary plan, of course, 
complies absolutely with this rule, but the com- 
pulsory plan flatly rejects it. It is curious, inci- 
dentally, that it does not seem to occur to the master 
minds who promote compulsory health insurance 
that if sickness disability benefits are needed they 
can easily be supplied by a simple amendment to 
the Unemployment Reserve Act, and that there is 
no need to tie them into a system of medical care. 

The eighth and ninth rules are reasonably com- 
plied with by both plans of prepayment care, and 
need not be discussed here. 

10. There should be no restrictions on treatment 
or prescribing not formulated and enforced by the 
organized medical profession. With compulsory 
health insurance administered by the governing au- 
thority—apparently the Unemployment Reserves 
Commission, through a politically appointed medical 
director and with the advice of an advisory board, 
consisting of two representatives of employers and 
three representatives of labor—the impossibility of 
even remotely approaching compliance with this 
dictum is apparent, while, under the voluntary 
method, compliance is complete. 


IN CONCLUSION 


Thus it would seem, assuming that we have stated 
principles correctly, and have reasoned logically, 
that social trends beyond our control are inexorably 
forcing us toward a change in the plan of adminis- 
tering medical care. If we are to discard, however 
unwillingly, the traditional fee-for-service basis of 
payment, we must substitute something for it. Our 
alternatives seem to be public or state medicine on 
the one hand, and periodic prepayment plans on the 
other. That all contain objectionable features can- 
not be denied, but our task is to choose that method 
containing the smallest number of sucli objections, 
and the one whose flexibility is such that we may 
hope to mold and shape it. The present high plane 
of medical practice is largely the result of constant 
supervision of that practice by organized societies 
of physicians. When professional control of the 
practice of medicine is destroyed, the result is an im- 
personal perfunctory service, and the only method 
we can now see which will prevent this disastrous 
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result by retaining the necessary supervision is that 
of the voluntary prepayment plan. Its success, the 
high standards of medical care, and the satisfaction 
which you will feel with it, rest in your hands; you 
are the shapers of its destiny, and, since its destiny 
and yours are one, of our own. 

1930 Wilshire Boulevard. 


POLIOMYELITIC INFECTION : 
NATURE*?t 


By Harorp K, Faser, M.D. 
San Francisco 


ITS BASIC 


Tt is very important that the practitioner should 

have as clear an idea of the nature of polio- 
myelitic infection as possible in order that he may 
properly interpret the clinical signs and symptoms, 
know what measures are useful in treatment, and 
know what can and what cannot be accomplished 
in the way of prevention. Poliomyelitis has long 
been the subject of confusing and conflicting opin- 
ions regarding such fundamental things as the 
nature of the infecting agent, the manner and route 
by which it enters the human body, the parts of 
the body which it infects, and the order in which 
they are infected. To make matters worse, it is 
clear today that certain concepts have been so posi- 
tively propounded by past authorities that they have 
been learned and accepted by the medical profession 
as a whole. Unlearning them will require time. 


FILTERABLE VIRUS 


That poliomyelitis is caused by a filterable virus 
of extremely minute size may now be accepted as 
proved ; and claims that it is due to streptococci or 
other visible bacteria can be definitely and finally 
discarded. 

The virus has strongly and, perhaps, almost ex- 
clusively neurotropic properties. Its natural host 
is the nerve cell, and it has no known capacity for 
multiplication in any other type of tissue. It may 
survive for a time in the nasopharynx, tonsils and 
cervical lymph nodes, but it has not been recovered 
with certainty from any other tissues outside of 
the nervous system in human beings. Even within 
the central nervous system it shows certain prefer- 
ences for some types of cells over others. So far, 
therefore, as present knowledge goes, it is incapable 
of setting up a generalized or systemic infection ; 
nor does it form a toxin. This point is stressed 
because, as will be discussed later on, poliomyelitis 
is frequently referred to as a primary systemic in- 
fection with secondary nervous manifestations; 
which implies that it is blood-borne and reaches the 
central nervous system through the blood stream. 
Virus has never been recovered from human blood, 
and disappears with great rapidity from the blood 
stream in animals injected intravenously. 

There is sound reason for believing that the 
virus of poliomyelitis, like some other neurotropic 


* From the Stanford University School of Medicine, San 
Francisco. 

Read before a joint meeting of the sections on General 
Medicine and Pediatrics of the California Medical Associa- 
cone the sixty-eighth annual session, Del Monte, May 1-4, 

+ Lack of space prevented appearance in this issue of two 
additional articles in this symposium on Poliomyelitis. See 
also in this issue, on page 67. 
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viruses, travels through the axis cylinders of 
nerves; here and in the main body of the nerve 
cells it multiplies and progressively infects other 
nerve axons and cells. Thus, it tends to spread 
along nerve tracts, rather than along vascular or 
lymph channels. There is doubtless a considerable 
escape of virus into the supporting tissues of the 
central nervous system which sets up a defensive, 
inflammatory reaction, consisting of hyperemia, 
fluid exudate, and polymorphonuclear and micro- 
glial cells. Foci of such inflammatory reaction in 
the nervous tissue have been shown by Spielmeyer 
to be the earliest recognizable reaction in human 
poliomyelitis ; antedating the perivascular and men- 
ingeal accumulations of lymphocytes, and the nec- 
rosis of nerve cells. 


MODES OF ENTRANCE 


Experimentally, it has been shown that the ways 
in which the virus can gain entrance into the body 
and produce infection are of two sorts. The first 
involves no damage to the body surfaces and, so 
far as we know, this can occur only at one place— 
the olfactory mucosa in the upper nasal passages, 
where nerve fibers lie free on the surface. Such 
an anatomical arrangement exists only at this place. 
Every breath that we inspire through the nose has 
the potentiality of depositing foreign matter on 
these nerve fibers. Experimentally, the disease can 
be produced with great regularity when virus is 
placed in the nasal passages; and that it follows 
the olfactory fibers, and no others en route to the 
brain, is proved by its failure to infect when the 
olfactory bulb is removed. Experimental polio- 
myelitis produced by the olfactory route is an accu- 
rate facsimile of the severer types of the human 
disease, particularly in the kind and distribution of 
pathologic lesions. Positive and conclusive proof 
of the nasal route of entry in man is, and probably 
always will be wanting, since it would demand a 
series of observations in persons without olfactory 
nerves or olfactory bulbs. It is, however, highly 
suggestive that outside of the central nervous sys- 
tem the only sources from which virus has been 
recovered in human beings are the nasopharynx or 
the structures intimately connected by lymph drain- 
age with it—the tonsils and cervical nodes—and 
the stools, where obviously it may have come from 
swallowed nasopharyngeal secretions. 

Another possible nontraumatic mode of entrance, 
and one much debated, is through the gastro- 
intestinal tract. Experimental work has thrown 
strong light on this problem. It should be pointed 
out that the rhesus monkey, which is so highly 
susceptible to poliomyelitis, has a gastro-intestinal 
tract very similar to that of man. In this animal, 
in properly conducted experiments, large amounts 
of highly virulent poliomyelitis virus have been 
shown repeatedly and regularly to pass through the 
intestine without causing infection, and to be re- 
coverable in active form from the stools. This point 
has been amply and repeatedly proved by the care- 
ful researches of Clark, Preston and Roberts, and 
Flexner. Only when, as in simple feeding experi- 
ments, the virus has access to the nasopharynx, or 
when, as in Toomey’s experiments, the gut is 
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grossly traumatized, does infection by the gastro- 
intestinal route succeed. The fact that in the human 
disease the lower extremities are most often para- 
lyzed has been used as an argument in favor of 
the gastro-intestinal route. The argument, how- 
ever, fails, since in animals inoculated intracere- 
brally the same thing is true. The fact that virus 
is often found in the stools in cases of poliomyelitis 
is, therefore, no indication of gastro-intestinal in- 
fection. Indeed, Trask, who has perhaps succeeded 
more often than anyone else in recovering virus 
from stools, both in abortive and in paralytic polio- 
myelitis, believes that its origin is swallowed naso- 
pharyngeal mucus. I suppose that the idea of a 
primary gastro-intestinal infection was first sug- 
gested by the frequent occurrence of so-called 
gastro-intestinal symptoms at the onset and during 
the disease, and that there is perhaps a certain 
superficial reasonableness in the suggestion. When 
the facts are examined more closely, however, it 
becomes clear that the only common symptoms of 
this sort are vomiting and constipation, diarrhea 
being quite exceptional. Vomiting in a disease 
which so conspicuously affects the central nervous 
system should certainly be considered as of nervous 
origin, particularly when lesions are so frequently 
found in those areas near the third ventricle and 
in the medulla, disturbances of which are commonly 
associated with vomiting. Constipation is certainly 
not evidence for an inflammatory, irritating lesion 
of the bowel. Indeed, as Miiller has suggested, it 
may well, like the bladder retention which so often 
occurs at the same time, be of central origin. Clini- 
cal as well as experimental evidence, therefore, 
fails to supply any valid argument in favor of the 
gastro-intestinal route. One need hardly consider 
seriously the possibility that traumatizing, obstruc- 
tive or ulcerative lesions of the gut play any etio- 
logic role of importance. 


OTHER INFECTION ROUTES 


The second way in which poliomyelitis infection 
can be produced depends on traumatic interruption 
of the body surfaces, with introduction of virus 
through a penetrating lesion. Experimentally, ani- 
mals can be infected by such a method, usually 
injection, almost anywhere: in the skin, into the 
eye, into peripheral nerves, into the wall of the 
intestine, into the peritoneum, into the subarach- 
noid spaces, and into the brain. Such trauma always 
involves bringing virus into contact with nerve 
fibers. Direct injection into the blood stream, it is 
interesting to note, is usually ineffective unless very 
large amounts of virus are used. Translating these 
results into possible ways of human infection, one 
might think of insect bites, abrasions of the skin, 
injections of incompletely neutralized virus for pur- 
poses of immunization, and introduction of virus 
incidental to operation on the nose and throat or 
gastro-intestinal tract in individuals who happened 
to be harboring virus in these areas. The possi- 
bility of insect vection has been considered for 
many years and, while it doubtless remains open, 
no direct evidence has been presented in its favor, 
and no particular insect has been implicated. Polio- 
myelitis from injections for purposes of immuni- 
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zation has apparently occurred a few times and has 
led to the abandonment of the procedure. The dis- 
ease has a number of times followed adenotonsil- 
lectomy, and it is interesting, as an illustration of 
the characteristic way in which poliomyelitis in- 
fection follows nerve channels, that the paralysis 
in these cases is nearly always bulbar; the virus 
having clearly followed the cranial nerves supply- 
ing the traumatized pharynx up to the pons or 
medulla. No instances of poliomyelitis occurring 
after operations on other parts of the body have 
come to my attention. It is probably wise not to 
perform adenotonsillectomy during epidemics of 
poliomyelitis unless operation is urgent. 

It is possible that virus might enter the body and 
produce poliomyelitis through skin abrasions and 
other superficial trauma. Experimentally, intra- 
dermal inoculations are often successful. There 
are, however, no data favoring such a route of entry 
in man. 

COMMENT 


Weighing the evidence now available, it seems 
fair to conclude that, in human poliomyelitis, in- 
fection enters the body in the great majority of 
cases not by trauma, not by way of the gastro- 
intestinal tract, but by way of the nasal passages 
and, specifically, by way of the olfactory nerves— 
presumably from droplets or dust in which virus 
is present, 

COURSE 

The course of infection, after it has entered 
through the olfactory fibers, can be followed closely 
in the experimental animal, and there are good 
reasons for believing that in man it is the same or 
similar. Two to four days later virus can be found 
in the olfactory bulbs, but not further. A day or 
two later it is found in the brain stem, and shortly 
after that it is first found in the spinal cord. Along 
this descending pathway, lesions of varying severity 
can be found: but in general actual destruction of 
nerve cells is limited to the medulla and spinal 
cord. In man the distribution and nature of the 
lesions in cases studied early in the disease are 
strikingly similar to those in the monkey. The dis- 
ease is emphatically not a simple myelitis; it is 
an encephalomyelitis. This fact was noted by the 
earliest observers of the human pathology—Har- 
bitz and Scheel, Wickman, Miiller, and others; 
but because of the accompanying perivascular and 
meningeal accumulations of small cells and the 
generalized hyperemia, they concluded that the pri- 
mary insult was on the vessels and meninges, that 
the infecting agent first penetrated these structures 
and, at a later stage, infected the nerve tissue 
proper. It remained for later investigators, such 
as Hurst, Spielmeyer, and Kornyey, to show that 
the reverse is true; that the primary lesions are in 
the parenchyma of the central nervous system, and 
that the small-cell infiltrations and hyperemia along 
the vessels and in the meninges—which, by the 
way, are responsible for the characteristic alter- 
ations of the spinal fluid—are secondary. The con- 
cept of an infection attacking and penetrating the 
blood- brain or choroid- meningeal barrier, must 
definitely be abandoned, even though it be so in- 
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grained in our thinking that many clinicians today 
still refer to the preparalytic phase as systemic 
or meningeal, and consider the abortive and non- 
paralytic cases as those in which infection has failed 
to pass the barrier ; hoping, at least, that convales- 
cent serum may prevent the barrier being passed 
and nerve tissue being infected. The plain fact is 
that poliomyelitis in every case—abortive, non- 
paralytic and paralytic alike—is an infection of 
the nervous tissues. The all-important questions 
are how far the infection will spread within the 
central nervous system, and whether the nerve cells 
will become so heavily infected that some or many 
of them will die: or, in clinical terms, whether the 
patient will become paralyzed or die. 


It is entirely erroneous to assume that nerve cells 
infected with poliomyelitis virus necessarily die: 
in the majority of cases none of them, so far as we 
can tell, do; and in all but the fatal cases only a 
relatively small number of them succumb. For, 
while nerve-cell infection in the average case is 
extremely widespread, full recovery is the rule for 
all but a few of the affected elements, and these 
limited to but a few areas, especially in the spinal 
cord. 

CLINICAL RELATIONSHIPS 


The fact that poliomyelitic infection, from its 
beginning, is a parenchymal disease of the central 
nervous system necessitates a clinical reorienta- 
tion. It is familiar to every clinician that at the 
onset there is a complex of symptoms, consisting 
of fever, vomiting, headache, drowsiness, malaise, 
general hyperesthesia, sweating, flushing, rapid 


pulse, ataxia, and so on, which may or may not be 
followed by paralysis. It has long been customary 
to regard this group of symptoms as due to general 
or “systemic” infection, and to consider that during 
this period the infection has not as yet reached the 
central nervous system. Since this belief is now 
untenable, we must seek another explanation for 
the early symptoms. Such an explanation lies near 
at hand and is based on the known pathologic 
changes in the brain stem. The close resemblance 
of the early stage of poliomyelitis to encephalitis 
was suggested over twenty years ago by Miiller, 
and I have discussed the subject at some length in 
another place. We can, I believe, with consider- 
able certainty ascribe the early symptoms to the 
encephalitis which earlier as well as later investi- 
gators (Spielmeyer, Stiefler and Schenk, Kérnyey, 
and Peters) are unanimous in reporting during the 
earliest days of the disease. The lesions are slight 
in the cerebral cortex, but conspicuous in the hypo- 
thalamus, thalamus, midbrain and medulla, and 
correspond closely in distribution with those which 
I have found in the preparalytic period in the 
monkey after intranasal inoculation. The centers 
particularly involved are those (in the hypothalamic 
area) which control or affect the vegetative func- 
tions, temperature, sleep, the movements of the 
gastro-intestinal tract, vascular tone, sweat; also 
those (in the thalamus) which have to do with the 
affective state; that is, the general sense of well- 
or ill-being) as well as the general as opposed to 
the localized consciousness of sensory stimuli; and 
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those (in the midbrain) which mediate the balance 
between antagonistic muscle groups through the 
cerebellar relay in the red nucleus. Involvement of 
the substantia reticularis (which runs from the 
hypothalamic area down to and through the medulla 
and has to do with autonomic functions) is par- 
ticularly conspicuous. The symptoms at the onset 
of poliomyelitis are closely correlated with the re- 
gions thus found to be involved in the pathologic 
process, and the usual absence of cortical signs and 
symptoms—such as disturbances of consciousness, 
hemiplegias, paraplegias, and so on—corresponds 
with the slightness of the pathologic changes in the 
cerebral cortex. 

The character of the changes in the cerebro- 
spinal fluid, and the variability of the time at 
which they appear, are best explained by an in- 
flammatory process which proceeds from within 
the central nervous system toward the meningeal 
surfaces, and sometimes fails to reach the latter. 
Thus, an increase in cells and globulin often pre- 
cedes any suggestion of paralysis, and it is as often 
present in nonparalytic as in paralytic cases of the 
clisease ; on the other hand, it may be completely 
absent or minimal in cases with fully developed 
and extensive paralysis. There is, indeed, no true 
meningitis in poliomyelitis, but merely an outpour- 
ing here and there of globulin, of lymphocytes, 
polymorphonuclears and, occasionally, of micro- 
glial cells into the pial meshes and subarachnoid 
spaces from the perivascular channels that lead 
from the inner parts of the central nervous system 
to the meningeal surfaces. There is also a rather 
generalized hyperemia in the substance, as well as 
on the surfaces, which may be in part responsible 
for some of the signs and symptoms that simulate 
ieningitis. 

OTHER PATHOLOGIC CHANGES 


We should consider briefly the pathologic changes 
which are found, rather inconstantly, outside the 
central nervous system and which have been re- 
garded as evidence of systemic as opposed to nerv- 
ous tissue involvement. Hyperplasia of lymphoid 
tissue is perhaps the most frequent of these changes. 
Clinically, it is inconspicuous and inconstant. And 
since poliomyelitis virus cannot be found in these 
tissues except in the cervical glands and tonsils, it 
cannot be supposed that lymphoid hyperplasia in 
general is due to the direct action of the infecting 
agent. It is, therefore, necessary to look for an- 
other cause. This, I believe, is readily found in the 
character of the lesions in the central nervous sys- 
tem where, after the very first stages of the disease, 
there is a marked and extensive perivascular and 
submeningeal accumulation of lymphocytes—cer- 
tainly enough to require of the lymphogenic struc- 
tures a considerable degree of proliferation. Sec- 
ondly, there are occasional evidences—small hemor- 
rhages in the stomach and elsewhere, cloudy swell- 
ing in liver and other tissues, and so on—which 
have been attributed to some undefined toxic effect. 
It must be remembered that death in poliomyelitis 
results in nearly all cases from respiratory par- 
alysis ; that is, from anoxemia, and it seems reason- 
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able to ascribe the so-called toxic lesions to this 
simple factor. 


Following the initial stage of encephalitis, the 
infection may follow one or two courses. It may 
spread downward with greater or less rapidity and 
severity to infect the spinal cord, or it may die out 
entirely, the patient recovering without any sign 
of paralysis or other residual effect. If it spreads 
down to the spinal cord, it attacks and irritates not 
only the motor, but also the sensory, and some- 
times the sympathetic elements as well; indeed, the 
sensory and sympathetic involvement commonly 
precedes the motor. Presumably the posterior gan- 
glia are also involved in most cases. The physical 
signs and symptoms corresponding with this rather 
diffuse involvement of the cord are of great impor- 
tance, especially for diagnostic purposes, and in- 
clude localized pains, localized hyperesthesia of the 
skin, localized sweating, pain on flexion of the neck 
and spine (the so-called spine sign), the positive 
Kernig sign with pain, and tremor. It is important 
for us to remember here that these signs do not 
precede involvement of the central nervous system, 
but are actually manifestations of it. Curiously 
enough, such signs are sometimes, though not often, 
present in cases which do not show later paralysis. 
Thus, again, there is evidence that infection even 
in the spinal cord does not necessarily result in 
destruction of nerve cells with residual paralysis. 
Finally, as is familiar to us all, the third stage in 
which early weakness or paralysis indicates loss of 
function of the anterior horn cells of the cord does 
not always lead to permanent paralysis. 


We have, therefore, a picture of a virtis disease 
which has two outstanding characteristics: first, it 
is highly specific for nervous tissue ; second, it has 
a striking tendency to die out at any stage and to 
produce lesions from which the affected tissues 
can, and frequently do rapidly and spontaneously 
recover. 

PRACTICAL INFERENCES 


In the light of these considerations, certain im- 
portant practical inferences should be drawn. First, 
it is quite fruitless to hope that an early diagnosis 
followed by any kind of early treatment can pre- 
vent infection from invading the central nervous 
system; infection is already there. Second, it is 
extremely difficult to evaluate the effects of treat- 
ment because of the strong tendency of the disease 
to end in recovery without residual paralysis, an 
event which occurs in about 75 per cent of recog- 
nizable cases of poliomyelitis, without specific treat- 
ment. Third, the only time to prevent poliomyelitis 
is before the virus has been deposited on the sur- 
faces of the body. 

Immunity to poliomyelitis is peculiar ; in fact, it 
has been questioned whether an effective immunity 
is established by an attack of the disease, and 
whether the specific antibody found in the blood 
has any protective powers at all. Second, cases in 
the same individual have been noted a good many 
times, and Fischer and Stillerman have even esti- 
mated that the incidence of attacks of poliomyelitis 
in individuals who have had previous attacks is 
approximately the same as that in individuals in 





16 CALIFORNIA AND WESTERN MEDICINE 


the same community who have not had previous 
attacks. Experimentally, it is well established that 
the specific serum fails to protect animals if it is 
given at any time, even very shortly after virus 
has been inoculated. Recently, Harmon and his 
associates found the specific antibody present in 
greater than average concentration in the blood of 
an adult patient before paralysis developed, while 
the blood of eight out of fourteen patients con- 
tained the specific antibody very early in the dis- 
ease. Such therapeutic series as have been studied 
by the alternate case method—one given serum and 
another not—show no significant differences in the 
incidence of paralysis. Nevertheless, the hope that 
in individual cases the administration of serum 
might enhance the natural tendency of infection to 
recovery, and thus minimize or prevent paralysis, 
is a natural one to hold and, in man at least, cannot 
be wholly denied. 

If, as seems to be probable, the natural route of 
entry of the virus is from the nasal mucosa through 
the olfactory nerves and to the brain, the most logi- 
cal and, on experimental grounds, the most promis- 
ing, method of prevention is to block these nerve 
channels before exposure has occurred, and to keep 
them blocked so long as the danger or exposure is 
great—a method which may be of practical value 
in man, This subject is to be discussed by Doctor 
Schultz, who has done so much of the basic work 
on it.? 

Stanford University Medical School. 


EXPERIMENTAL POLIOMYELITIS: SOME 
BASIC CONTRIBUTIONS TO OUR 
UNDERSTANDING OF THE 
HUMAN PROBLEM * 


By E. W. Scuuttz, M.D. 
Stanford University 


i? is established that poliomyelitis is caused by 

a filter-passing virus. The size of this virus has 
been measured and found to be close to ten milli- 
microns, a figure which places it among the smallest 
of this group of infectious agents. Since polio- 
myelitis is a virus disease, we may well afford to 
think and reason about it in terms of what we know 
today of the basic features of this group of in- 
fectious diseases. Viruses and virus diseases have 
been the subject of extensive investigation during 
the past two decades, and our knowledge regarding 
them has now advanced sufficiently that we may 
speak of properties which are peculiar to all viruses, 
and to the pathological, immunological, and clinical 
features which more or less underlie all of the dis- 
eases caused by them. 


FILTER-PASSING VIRUSES AND BACTERIAL 
MICROBES 


To begin with, we should dismiss any lingering 
conception we may still have that the essential 


7 Article by Doctor Schultz follows. 

* From the Department of Bacteriology and Experimental 
Pathology, Stanford University. 

Read before a joint meeting of the sections on General 
Medicine and Pediatrics of the California Medical Associa- 


tion at the sixty-eighth annual session, Del Monte, May 1-4, 
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difference between the filter-passing viruses and 
bacterial microbes is one of size only. Such a con- 
cept is erroneous, for although most filter-passing 
viruses are considerably smaller than bacteria, this 
is probably the least important of the differences 
which exist between these two general groups of in- 
fectious agents. A much more fundamental differ- 
ence lies in the fact that in the viruses we have 
infectious agents which not only single out given 
species of plants and animals as hosts, but tend 
to single out and apparently actually invade cer- 
tain types of cells within those hosts. They are to 
be regarded, therefore, as specific cell parasites 
rather than relatively promiscuous intercellular 
tissue parasites. As infectious agents they exhibit 
not only a marked specificity for certain cells within 
a particular host, but depend on these cells being 
in their living state. None of the more than a hun- 
dred known filter-passing viruses have been propa- 
gated outside of the body on lifeless media such 
as bacteria will usually grow on. Some have been 
cultivated in artificial cultures of animal tissues, 
or in intact embryonic tissues such as the chorio- 
allantois of the developing chick; but while they 
tend to be less exacting in the presence of less differ- 
entiated embryonic tissue, some are highly exacting 
even under these conditions. The virus of polio- 
myelitis, for example, has apparently been definitely 
propagated only in cultures containing nervous 
tissue from the human embryo. Extranervous 
tissue from the same embryos, as well as nervous 
tissue from other animals—embryonic as well as 
adult—have failed to provide the pabulum neces- 
sary for its multiplication. 


VIRUSES AND CELLS 


The close relationship of viruses to cells may also 
be recognized in the histopathology of these dis- 
eases, and this largely by virtue of the fact that the 
primary effects of the virus tends to center in cer- 
tain special groups of cells. Although these primary 
effects differ and may range from a rapid degener- 
ation or necrosis (as in the case of the motor-nerve 
cells in poliomyelitis) to an abnormal stimulation 
of cell proliferation, such as is seen in certain trans- 
missible tumors of lower animals, or consist of 
some combination of these, they apparently always 
involve particular cells of one kind or another. 
These may be connective tissue cells, epithelial cells, 
nerve cells, or cells of some other type. While in- 
flammatory reactions are frequently observed, these 
are usually secondary in character. In many virus 
diseases the effect produced is frequently associ- 
ated, and may even be largely limited to the pro- 
duction within those cells of characteristic inclusion 
bodies, located either in the cytoplasm or in the 
nucleus. The presence of these bodies naturally 
adds to the weight of evidence that the changes 
produced are the result of an actual invasion of the 
cell by the virus. Added to this may be a highly 
restricted distribution of the virus within the in- 
fected host. 


STUDIES ON EXPERIMENTAL POLIOMYELITIS 


With this introduction, I should like to review 
briefly certain contributions which studies on ex- 
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perimental poliomyelitis have made to our present 
understanding of the problems which confront us 
in dealing with the natural disease. In his excellent 
paper, Doctor Faber has already touched on most 
of these, but possibly I shall be permitted to empha- 
size certain of the contributions which, to my mind, 
have a very particular practical bearing. Foremost 
among these is the accumulation of evidence that 
this disease is from the beginning to the end pri- 
marily an intraneural infection, and not initially a 
systemic infection with ultimate localization in the 
nervous system. There is considerable evidence 
now to show that virus introduced into the nasal 
passages invades the central nervous system by way 
of the olfactory nerve, and normally does so only 
by this path. There is also considerable evidence 
that, after it has entered by this route, the virus 
spreads through the brain and brain stem to the 
medulla and cord along nervous pathways, proba- 
bly axonally, presumably as an intracellular in- 
fection. This evidence rests in part on histologic 
observations which indicate that the damage sus- 
tained by motor neurons is a primary effect, and 
not secondary to an intercellular exudation, as was 
once supposed. It rests in part on the results of 
sectioning nerve pathways and, finally, on sampling 
regions of the nervous system and other portions 
of the body for the presence of virus at intervals 
during the preparalytic period of the experimental 
disease. 
INTERESTING QUESTIONS 


A question which naturally arises is, if it is true 
that virus spreads axonally through the brain and 
brain stem to the cord, why is there no more obvi- 
ous symptomatology relating to these higher cen- 
ters? In other words, why are the cord and medulla 
singled out primarily, and why do the higher centers 
so largely escape damage? We know, of course, 
that the higher centers do not entirely escape the 
effect of this migration, and Doctor Faber has 
pointed out that the early symptomatology of this 
disease does relate in part to these centers. Some 
studies which we have recently completed? seem 
to show that the less conspicuous effect produced 
on these higher centers is probably much more defi- 
nitely related to a greater resistance on the part of 
the nerve cells in this region than to an absence of 
or to a low concentration of virus. Our results 
show that the virus on its way through the brain 
to the cord may indeed reach high concentrations 
in at least some of the regions through which it 
passes, including the olfactory bulbs, thalamus, and 
hypothalamus ; although histologic studies of these 
particular regions have revealed little if any retro- 
grade changes in the nerve cells themselves. Our 
observations, therefore, not only support the hy- 
pothesis of axonal transmission, but show that the 
virus of this disease may be handed on by neurons 
which enjoy a much higher level of resistance to 
the virus than do the more vulnerable motor-nerve 
cells in the cord. Even in the cord the virus seems 
to reach a certain rather high concentration before 
nerve cells begin to show the marked retrograde 
changes which characterize this disease. After this 
concentration is reached, the motor cells suddenly 
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crumble in large numbers and extensive paralysis 
follows. 

Of some academic interest, in connection with 
this axonal transmission of the virus, is the ques- 
tion as to exactly how this infinitesimal agent is 
propagated onward through the nerve fibers. Does 
the propagation rest on a systematic division of 
autonomous living bodies which are in some way 
moved along the nerve fibers, or does it rest on the 
activity of some kind of nonliving autocatalytic 
agent, which spreads by a successive action on con- 
tiguous nerve protoplasm like flames following a 
trail of oil? However, I am here to discuss the 
practical problems which confront us in dealing 
with this disease. 

COMMENT 


I may launch this consideration by pointing out, 
first, that our present knowledge of the patho- 
genesis of this disease helps us to understand why 
immune serums, even though of high virucidal ac- 
tivity in the test tube, have failed to prove effective 
in checking the progress of the infection once it is 
established. For this to be apparent we need to 
keep in mind that the virus spreads axonally, prob- 
ably inside of neurons, and that to effect the neces- 
sary contact with the virus, antibodies in the plasma 
must actually enter the infected cells. We know, 
however, that antibodies are intimately associated 
with globulin molecules and that these are probably 
much too large to enter any tissue cell. It would, 
therefore, appear that the only function which im- 
mune serum can exercise is to neutralize such virus 
as may escape from the confines of already infected 
cells, and in this way prevent its reaching as yet 
uninfected cells. That this rdle is not of any great 
importance seems to be borne out by the results of 
therapeutic studies, not only in the experimental 
disease,” but in the human disease as well.® 


The pathogenesis of this disease explains also 
why immune serum has not proved effective in 
preventing infection,* especially when exposure to 
virus is by the intranasal route, the only route valid - 
in experimental work, if this is the natural avenue 
by which infection occurs in man. The use of the 
intracranial route in testing the resistance of pas- 
sively immunized animals is incorrect, and misled 
earlier investigators. If we have the intranasal 
route in mind, it is easy to understand why serum 
fails to be effective, even in its prophylactic appli- 
cation. The reason obviously rests on the fact that 
it probably fails to reach in any large measure the 
exposed surfaces of the olfactory mucosa and, 
therefore, fails to guard the olfactory receptors 
which point freely into the nasal vault. Once the 
virus has penetrated this natural pathway, it is 
safely out of the reach of such antibodies as may 
perchance bathe the exterior of these portal neu- 
rons. From then on the story is that already given 
in explanation of the failure of immune serum to 
act therapeutically. 


VACCINES 


If it is correct that little reliance can be placed 
on antiserums, even when used prophylactically, 


what about vaccines? In this, too, the results of 
experimental work have not supported earlier 
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hopes.’ While it is admitted that the extraneural 
injection of vaccines, especially if they consist of 
living virus, tends to call forth the appearance 
of neutralizing antibodies in the blood, they fail 
to provoke any appreciable increase in resistance to 
infection by the intranasal route. Here, too, it is 
necessary, if we want to elicit the true facts, to 
administer the virus by the intranasal rather than 
by the intracranial route. By using the intranasal 
route in testing the resistance of immunized ani- 
mals, it is possible to eliminate to a large degree 
the role of the serum antibodies already known to 
be relatively ineffective against virus administered 
by this route. Experimental observations have re- 
vealed that naturally acquired immunity is much 
less related to the presence of antibodies in the 
blood plasma than to some change which has been 
induced in the nerve cells themselves.® Apparently, 
this change, whatever its exact nature may be, does 
not occur in the absence of an actual invasion by 
virus. If this is correct, it then seems unlikely that 
vaccines will ever offer a means of combating this 
disease unless, perchance, a suitable virus is ulti- 
mately found which, introduced into the nares, 
would effect the necessary invasion of at least these 
portal neurons, and do this without the risk of in- 
ducing the paralytic disease. 


THE INCEPTION OF CHEMOPROPHYLOSIS 


Out of these discouraging results with serums 
and vaccines the idea was born that possibly some 
chemical agent might prove effective prophylacti- 
cally.’? It was felt that, although a protection so 
induced might last for only a short time, it might 
prove to be of at least some help in combating the 
disease. This possibility was not considered so 
much from the standpoint that a prophylactic effect 
might be realized by the virucidal action of a 
chemical, but rather more from the standpoint that 
certain chemical agents might act to modify the 
permeability of the portal of entry itself. Since it 
was conceivable that such a modification could be 
effected by stains or by astringents, picric acid, 
tannic acid, mercurochrome, and alum were among 
the first agents tested. In due course it became evi- 
dent that a number of chemical agents, once thor- 
oughly applied to the nasal mucous membranes, 
markedly decreased susceptibility to later intra- 
nasal inoculations with virus. Certain ones, like 
zinc sulfate, were found to possess this property to 
a remarkable degree. For example, a single appli- 
cation of a one per cent solution of zinc sulfate will 
render all or nearly all animals highly resistant 
against intranasal inoculations with virus made a 
month later. 


What seemed especially encouraging from the 
practical standpoint was that most of the animals 
ultimately did become susceptible again. This 
seemed to indicate that, whatever the mode of 
action of the chemical might be in conveying this 
protection, it probably did not depend on a deep- 
seated permanent damage to the olfactory mecha- 
nism. It appeared rather more likely that the 
protection was due to a relatively superficial im- 
pairment involving the dendritic processes of the 
olfactory cells, and that, as these were restored by 
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a subsequent regeneration, susceptibility to virus 
returned. This possibility seemed to be borne out by 
the histologic examination of several nasal mucosas 
removed some days after treatment. The appear- 
ance of these membranes was not such as to arouse 
a suspicion that the initial injury had been deep- 
seated. However, when the opportunity later came 
to make a systematic histologic study, it became 
apparent that the action of this particular drug 
could easily penetrate deeply enough to destroy the 
cell bodies of the olfactory neurons (olfactory 
cells) themselves. To observe the real extent of 
damage, it was necessary to examine the membranes 
within a day or two after treatment and to direct 
attention especially to the superior common nasal 
meati, where the spaces are extremely narrow and 
able to hold the drug by capillarity for some time. 
Any retention of the drug would naturally tend to 
lengthen the duration of its action and, therefore, 
increase the depth of the injury. There was now 
no longer any question as to the mechanism re- 
sponsible for the remarkable protection in monkeys. 
It could be compared to cutting the olfactory path- 
way, except that in this instance the interruption 
had been induced on the nasal side. But the ques- 
tion now arose, why did many of the animals 
so treated ultimately become susceptible again? 
Furthermore, to what extent is it possible to limit 
the depth of injury and still get protection? To 
answer these questions involved the application of 
special staining methods in studying the mucosas 
of treated animals, since routine methods do not 
enable one to differentiate olfactory cells and their 
processes from certain other cells present in the 
membrane and, therefore, convey little more than 
a general impression of what may have happened. 
It seemed desirable to determine the exact extent 
of the damage necessary for protection and, con- 
versely, the degree of restoration associated with a 
return of susceptibility. A special technical prob- 
lem arose when we found that the usual neurologic 
staining methods failed to stain the olfactory cells 
and fibers as easily as nerve fibers elsewhere. This 
problem was finally largely solved by modification 
of a method for staining nerve fibers recently de- 
scribed by Bodian.* It now became possible to piece 
the story together to the extent that new material 
might become available. This had to come from 
animals previously treated at varying intervals of 
time. These studies are now nearing completion 
and will, we hope, shortly be reported in full. I can 
only take time to say now that we have evidence 
that in the monkey the return of susceptibility is 
associated with at least a partial restoration of 
olfactory receptors, possibly even of olfactory nerve 
cells.* 
APPLICATION TO MAN 


The practical question now before us is, should 
such a measure be applied to man and, if so, how 
should it be carried out? To the first part of this 
question, I want to say that I believe that no one 
should be subjected to this prophylactic measure 


*Our observations suggest that, in addition to a regener- 
ation of damaged dendrites, there is also some replacement 
of destroyed olfactory cells. This is now awaiting confirma- 
tion by further studies on additionai animals. 
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without understanding fully that there is some risk 
of inducing a lasting anosmia. Inasmuch as the 
effect of the drug in almost any concentration down 
to and including one-tenth of one per cent is likely 
to be influenced by the anatomic configuration of 
the nasal passages, as well as by other factors diffi- 
cult to control, it seems highly improbable to me 
now that the application of zinc sulfate solution 
can be controlled sufficiently well to insure both 
complete freedom from the risk of permanent anos- 
mia and full protection. We already know that a 
one per cent solution of zinc sulfate does induce a 
lasting anosmia in some persons,® possibly in one 
or two per cent of those treated, and that adults 
are more especially prone to such a complication, 
probably largely for local anatomic reasons.’ At 
the same time I am sure that this risk can be re- 
duced considerably by a somewhat more cautious 
procedure in applying the solution, the principle 
features of which should be to begin with a much 
lower concentration of the drug, and to restrict its 
action by some appropriate means." It is known 
now that the most effective way to apply a solution 
to the olfactory area is by instilling it slowly along 
the nasal sulcus, while the head is being held in the 
fully inverted position.’? The same method, there- 
fore, should also facilitate the removal or dilution 
of the drug by the subsequent introduction of saline 
solution, 


PRACTICAL CONSIDERATIONS 


From the practical standpoint, it is important to 
bear in mind that, while we wish to avoid perma- 
nent impairment of the sense of smell, the induc- 
tion of a temporary anosmia is probably necessary 
to convey protection. By the same line of reason- 
ing, a return of the sense of smell probably means 
that susceptibility to infection has also returned. 
To attain just this degree of impairment, but no 
more, it would seem desirable to proceed from a 
very low concentration to one which will just in- 
duce anosmia (minimal anosmic dose). I should, 
therefore, suggest starting such a series of treat- 
ments with a concentration of the drug as low as, 
or lower than one-tenth of one per cent, and in- 
creasing it in subsequent treatments, administered 
at intervals of two or three days, by not more than 
0.1 per cent, until an anosmia, as determined by 
a dependable method, has been induced. Until we 
have a more extensive background of experience, 
drawn from observations on man himself, it will 
not be possible to say how much this more cautious 
approach may be exceeded. Whatever steps can 
be taken to eliminate the risk of a lasting anosmia, 
it will not be easy to determine the prophylactic 
effectiveness of such a measure, and it may require 
many years before its actual practical value in man 
can be determined. Obviously, studies such as these 
should not end with zinc sulfate and are, in fact, 
being continued with the hope that something may 
eventually be found which will prove less irritating 
and less hazardous to the sense of smell. 


SPECIFIC THERAPY 


Regarding specific therapy during the acute stage 
of the disease, nothing constructive has as yet 
emerged from the experimental laboratory. How- 
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ever, studies are now in progress to determine 
whether the experimental disease can be made to 
yield to some specific chemical agent, either by 
virtue of a direct action on the virus or by virtue 
of a helpful physiologic action on the infected host. 
The results of such investigations cannot yet be 
predicted. 


Department of Bacteriology, 
Stanford University. 
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POLIOMYELITIS* 


By A. G. Bower, M.D. 
AND 
R. W. Meats, M.D. 
Los Angeles 


"TakE importance of the poliomyelitis problem 

and its intensive study justifies an attempt to 
correlate the acquired data, particularly concerning 
(1) the carrier ; (2) the criteria for early diagnosis, 
with recognition of the nonparalytic case; and 
(3) the evaluation of spinal-fluid findings. 


ETIOLOGY 


Most epidemiologists agree that control could be 
effected were rapid identification and isolation of 
the carrier possible. Unfortunately, this depends 
on some as yet undiscovered chemical, serological, 
or other method of virus identification more appli- 
cable than the present slow, uncertain, or cumber- 
some biologic tests. Rosenow’s* streptococcus, 
morphologically and cataphoretically identified, 
seems to fulfill Koch’s postulates; and Eberson 
and Mossman’s? culture of a microscopically visi- 
ble, biologically identified, organism likewise seems 
convincing, but the probable existence of extrinsic 
factors remains. 

The Swedish Commission’s* report is replete 
with significant data. These scientists showed, first, 

*From the School of Medicine, University of Southern 


California, and the Department of Communicable Diseases, 
Los Angeles County General Hospital. 

Read before a joint meeting of the sections on General 
Medicine and Pediatrics of the California Medical Associa- 
a the sixty-eighth annual session, Del Monte, May 1-4, 
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that the virus is relatively large and frequently will 
not pass the ordinary Berkfeld-W candle filter in 
amounts sufficient to effect successful monkey in- 
oculation with a reasonable volume of material; 
and, second, that the Macacus cynomolgus monkey 
is much more susceptible than the commonly used 
Macacus rhesus. They repeatedly demonstrated 
virulent virus in small-volume washings from in- 
testinal mucosae of convalescents, in some instances 
many months after clinical recovery. Because their 
work was done early in the experimental investi- 
gation of the disease, and they did not realize the 
importance of demonstrating the pathologic lesion 
known as neuronophagia in all instances, their work 
has been somewhat discredited. In the light of 
ensuing and more recent investigation, it is begin- 
ning once more to assume its proper importance. 
Very recently Trask, Paul, and Vignec* recovered 
virus from the human stool, and Osgood and Lucas 
report carriers as long as two years after clinical 
recovery. This possibly explains the frequency of 
relapse *—by autoreinfection during periods of di- 
minished acquired immunity—and assists in clarify- 
ing the morbidity among certain groups of hospital 
personnel reported in the Los Angeles epidemic® 
of 1934. 

That convalescents constitute a prolific carrier 
source seems a logical hypothesis. The nonpara- 
lytic (abortive) case is, likewise, dangerous, for 
its rapid recovery is evidence of adequate immuno- 
genic response. This was proved serologically by 
Howitt,® when she demonstrated higher antiviral 
properties in serum from spontaneous conva- 
lescents; and in a striking fashion clinically by 
Clauss Jensen,’ when he used serum from abortive 
cases and recent convalescents with remarkable 
therapeutic success. 

The atrium, by which virus reaches the central 
nervous system, is by no means a closed question. 
The olfactory pathway is considered the common 
avenue, and Schultz and Gebhardt® have proved 
that it is at least one portal. They sectioned the 
olfactory nerves of monkeys; then failed to infect 
them with intranasal implants of virus, subse- 
quently proved potent by intracerebral inoculation. 
However, unsuccessful nasal implantation loses 
much significance when it is remembered that in 
nature poliomyelitis is limited to the human host, 
and infection of animals by contact methods is 
always difficult. In fact, Harmon, Shaughnessy 
and Gordon,® and many others have failed to pro- 
duce a clinical picture of poliomyelitis simulating 
that in the human, with recovery of the virus, in 
any animal except monkey, and in the latter nasal 
infection is usually very difficult. The suggested 
existence of a virus neutralizing substance in the 
nasal mucosa’®** seems improbable in view of the 
recovery of unneutralized virus in nasal washings 
from monkeys infected by other routes. It seems 
logical to deduce that the nasal barrier is mechani- 
cal and that these membranes can constitute an 
efferent avenue for egress of virus, as well as a 
probable afferent portal for its entry. 

That the gastro-intestinal tract may be a common 
atrium of infection in man is the contention of 
many observers. The cumulative evidence of in- 
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volvement of all reticulo-endothelial tissues in the 
early, systemic phase of the disease, and the uni- 
form and marked changes in the splanchnic lym- 
phatics seem to incriminate the gastro-intestinal 
tract. Much of the brilliant work of the Swedish 
investigators* was by intraperitoneal and sciatic 
nerve injection of small amounts of filtrate from 
rectal washings of patients, and the virus thus ob- 
tained was identical with that found in the nasal 
mucosae. Toomey,'* after extensive investigation, 
including cord transection,® quite logically con- 
siders the perineural lymphatics, or nerve sheaths 
of the sympathetics, as a probable atrium to the 
central nervous system. Intraperitoneal injection 
suggests also an indirect approach through the 
general lymphatic channels. Brodie and Elvidge** 
failed to substantiate Toomey’s results ; but Landon 
and Smith’ reporting the largest recorded series 
of human autopsies (ninety-six), concur in the 
opinion that the gastro-intestinal tract is a probable 
atrium of infection in man. 

Clinically, we have seen many cases with early 
gastro-intestinal symptoms ; secondary involvement 
of the lower extremities; and a complete absence 
of respiratory manifestations. The inference is 
obvious. 

Another potential method of infection is through 
breaks in the skin. In our hospital, Kessel has 
repeatedly produced experimental poliomyelitis in 
monkeys by intradermal injections of minute 
quantities of one strain of poliomyelitic virus. 

Considering the above factors in virus dissemi- 
nation, it would seem advisable ultimately to re- 
quire reasonable proof of noninfectiousness as a 
criterion for release from quarantine. The absurd- 
ity of releasing diphtheria or typhoid patients after 
a fixed quarantine period, and regardless of bac- 
teriologic findings, is obvious, and the analogy in 
the case of poliomyelitis is evident. 


PATHOLOGY 


A brief review of the demonstrable pathology of 
poliomyelitis may explain certain apparent clinical 
discrepancies. Landon and Smith*® call attention 
to the hyperemia and perivascular round-cell infil- 
tration ; capillary thrombi; infarction and necrosis 
in liver, spleen, Peyer’s patches, tonsils, thymus, 
heart, and endocrine glands. The thymus is more 
consistently enlarged as a pathologic entity in this 
disease than in any other known condition, except 
status thymicolymphaticus. Peyer’s patches re- 
semble the condition seen during the first week of 
typhoid fever. Our Swedish colleagues,* and Bur- 
rows,’* have called attention to the generalized lym- 
phatic hyperplasia. While the poliomyelitic virus 
has known neurotropic propensities, it is also evi- 
dent that it produces a systemic infection. This 
explains the early clinical picture of generalized 
toxemia. 

Meningeal exudate was shown by Landon and 
Smith ** to be present only in 70 per cent of their 
ninety-six autopsied cases. Our own and other 
observations are corroborative. The pathology of 
poliomyelitis is not primarily involvement of the 
meninges, or of the choroid; hence the frequent 
paucity of cells in the spinal fluid is no enigma. The 
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earliest evidence of nervous system involvement 
is frequently periradicular infiltration and pia- 
rachnoid engorgement, hence it is difficult to under- 
stand why the profession at large is so reluctant 
to consider anything short of demonstrable par- 
alysis as constituting clinical poliomyelitis ; or why, 
in the face of a clean-cut clinical picture, such undue 
importance is attached solely to spinal-fluid findings 
in all cases. 


Microscopic study of the central nervous system 
in poliomyelitis discloses facts quite at variance 
with the general anatomical-clinical concept. In 
autopsied cases, instead of lesions being localized 
solely to the anterior horn cells which innervate the 
clinically affected muscles, these areas of inflam- 
mation extend diffusely throughout the midbrain, 
basal ganglia, pons, medulla and cord, varying only 
in degree. To what extent this is true in milder 
cases is conjectural, but the parallelism should hold 
proportionately. 

Two main features are noted in the motor cells: 
(1) early death without degeneration, but with 
demonstrable microscopic changes; and (2) late 
neuronophagia, the replacement of the degenerated 
cell by microglia, the essential scavengers of the 
central nervous system. There is also a diffuse 
interstitial infiltration by these Hortega*’ cells 
(microglia) throughout the cord, including the 
lateral and posterior horns and the fasciculi; in 
very severe cases actual necrosis occurs. Peri- 
vascular round-cell infiltration is also present, while 
edema of the cord is more marked than in the brain, 
but degeneration appears to be independently re- 
lated to the direct action of the virus on individual 
cells. 


Considering the clinical severity of cases coming 
to autopsy, the gross pathology seems remarkably 
slight. 

EARLY DIAGNOSIS 


Early diagnosis, and particularly the recognition 
of nonparalytic (abortive) cases, is important if 
early therapy, isolation, and carrier detection are to 
be effected. The early toxemia simulates that of 
other acute infections ; hence, justifiable diagnostic 
errors are common. One may not ignore, or fail 
to elicit, the finer points in differential diagnosis. 

During the stage of invasion, the fever, headache, 
generalized muscle pains and tenderness, hyper- 
esthesia and varying degrees of gastro-intestinal 
disturbance are similar to many infectious dis- 
eases. While constipation is usually mentioned, fre- 
quently we have observed an early and marked 
diarrhea. Even some degree of meningism is not 
uncommon, and the characteristic headache of polio- 
myelitis is not pathognomonic—though very signifi- 
cant in little children. Upper respiratory infections 
involving any of the perinasal sinuses, or the 
peripheral nerves, may cause similar pains in the 
frontal region ; and meningism, when present, may 
produce cellular changes in the spinal fluid quite as 
marked as those of poliomyelitis. However, polio- 
myelitis is notoriously likely to produce clinical 
findings referable to isolated groups of nerve cells 
despite the diffuse pathology noted at autopsy. This 
tendency to produce localized clinical findings is the 
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key to early diagnosis. Poliomyelitis very early 
shows isolated muscle tenderness, isolated muscle 
weakness, asymmetry of reflexes, or rapidly chang- 
ing reflexes. Early, for some unexplained reason, it 
is common to find an absence of the superficial 
reflexes, those of the deep tendons being often 
exaggerated during the irritative, invasion stage. 
Later, asymmetry or absence of the deep reflexes 
occurs, if the case progresses. The spine sign, 
Brudzinski, and Kernig may become present. 

The spinal fluid may show no changes at any 
time, particularly in nonparalytic (abortive) cases, 
although the abnormally high antiviral titer of the 
serum of these individuals, as shown by Howitt® 
and Jensen,’ furnishes the needed final proof of 
their infection with poliomyelitic virus. 

The late findings in poliomyelitis are so well 
known that we will mention only the more remote 
sequelae.’ Emotionalism, lack of acuteness of at- 
tention and decreased power of concentration 
are the most common encephalitic phenomena. 
Parkinsonian syndrome occurs rarely. Localized 
hirsutism, changes in pigmentation, localized hyper- 
hidrosis, etc., have also been mentioned,°® and clini- 
cally confirm Toomey’s** hypothesis of sympathetic 
nervous system invasion. Involvement of the endo- 
crine system is also definitely indicated, and in some 
cases becomes severe. 

In a number of cases occurring since May, 1934, 
and of several years’ duration, we have observed 
recurrent attacks of purpura at relatively frequent 
intervals. We have found no mention of this phe- 
nomenon in the literature. Usually accompanying 
these purpuric episodes are headache, one or two 
degrees of fever, return of muscle tenderness and 
pain, and a temporarily diminished muscle strength 
as demonstrated by checking affected groups. 
Macules vary from a pinhead to a split-pea size. 


SPINAL FLUID IN POLIOMYELITIS 


The frequent absence of an increased spinal fluid 
cell count has been discussed. 

Following the 1930 epidemic in Los Angeles,’® 
we reported an absence of cellular changes in the 
spinal fluid in 12.6 per cent of clinically proved 
cases of poliomyelitis. Skeptics cast doubt on this 
finding. 

Following the 1934 epidemic in Los Angeles, 
we reported‘ similar findings in approximately 33 
per cent of 1,800 cases. In the same year Clauss 
Jensen’ reported no spinal fluid change in 36.1 
per cent of 3,340 cases seen in Denmark. Landon 
and Smith,* Brahdy and Lenarsky,’® Brodie and 
Wortis,?° and others, also admit similar findings 
occasionally. With these corroborative reports, and 
our additional experiences in a larger epidemic, we 
feel fully vindicated concerning the original con- 
tention that, at the present time, one must be pre- 
pared to diagnose poliomyelitis from the history 
and physical findings, in the absence of cellular 
changes in the spinal fluid, We cannot concur with 
Herrick’s* statement to the effect that during an 
an epidemic the final diagnosis depends entirely on 
the spinal fluid. The above references to negative 
spinal fluids in clinically proved cases, to autopsy 
findings, and to the recovery of virus in respiratory 
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or intestinal washings from nonparalytic (abortive) 
cases seem adequate proof to the contrary. The 
pathology of poliomyelitis usually does not include 
primary meningeal or choroid involvement, and 
any increased spinal fluid cell count is only an index 
of subsequent meningeal invasion ; absent in at least 
30 per cent of autopsied cases. 


DIAGNOSIS 


Early direct diagnosis of the nonparalytic case 
has been considered above, and the paresis or par- 
alysis occurring later needs no discussion. Differ- 
ential diagnosis at times must include practically 
all acute infections, particularly those of the re- 
spiratory or gastro-intestinal tracts showing initial 
toxemia. The list is too long to reiterate. In 1935,° 
we mentioned fifty-seven different conditions mis- 
diagnosed as poliomyelitis, many of them justifi- 
ably. In addition, the list now includes one case 
each of tetany, trichiniasis, encephalomyelitis from 
neoarsphenamin, acute lead poisoning, and septic 
cerebral embolus in a child suffering from acute 
bronchopneumonia. Practically all conditions of 
the central nervous system may require differential 
eaanes. TREATMENT 

Prophylactically, we maintain a conservative atti- 
tude. The vaccines of Brodie*® and Kolmer** are 
similar to those of Levaditi and Landsteiner,** 
which were shown to be inert in the one case and 
dangerous in the other. One of our fatal cases was 
a man “immunized” less than one month previ- 
ously. Another less severe case was a nurse simi- 
larly “immunized” six months before. At the pres- 
ent time we believe that the hazards of vaccination 
are minimal but actual, and that its benefits are still 
debatable. We have in the past used nonspecific 
autohemotherapy on the hypothesis that immunity 
depends largely on reticulo-endothelial response, 
and that the autolysis of whole blood may consti- 
tute a normal biologic stimulant. We have no con- 
vincing data, but believe that Waltner’s** controlled 
series is significant. We are not overenthusiastic 
about passive immunization, although we are in- 
clined to agree with the statement Kolmer made 
in 1938 at the annual convention of the American 
College of Physicians, that injection of high titer 
convalescent serum is probably the best medium we 
possess at present. Improperly controlled, all im- 
munization programs may be actually dangerous, 
and the truth lies in the future. 

Nasal sprays are still experimental and seem to 
offer little more than doubtful, transient protection : 
they endanger the olfactory nerve, and may destroy 
it at times. 

Serum therapy is still a disputed question. Again 
we cite the very general agreement of laboratory 
workers concerning the in vitro and in vivo anti- 
viral properties of convalescent serum. Our sta- 
tistics'* on the 1930 epidemic seem most signifi- 
cant, the serum-treated hospital cases showing 3.2 
per cent mortality as against 7.6 per cent for the 
entire county during the same epidemic. However, 
other observers fail to show such a difference, and 
our results with serum were much less striking in 
the 1934 epidemic. We may have been dealing with 
different strains of virus, such being known to exist, 
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and probably a great deal of the serum used pos- 
sessed no protective properties.** Jensen’s series’ 
is a strong argument in favor of serum therapy. 
Following his lead, at the present time all serum 
prepared at the serum depot in the Children’s Hos- 
pital in Los Angeles is pedigreed, that which will 
not prevent infection in monkeys being discarded. 

The method of administration is also debatable. 
It would seem logical to replace serum in its own 
element, intravenously ; particularly in view of the 
recognized systemic phase of the disease and the 
rapidity of distribution offered by this route. Intra- 
muscular injection allows of slower absorption over 
a longer interval. Intrathecal administration by 
lumbar or cisternal routes is still more debatable. 
Theoretically, little good should be expected; yet 
in 1930, after instituting cisternal administration, 
we lost few of the relatively large number of cases 
showing clinical involvement high in the central 
nervous system: prior to adopting the procedure 
most of these patients were dying. The immediate 
amelioration of symptoms following intrathecal 
puncture may be hydrostatic, relieving perineural 
edema by shifting the osmotic balance between the 
capillary circulation and the spinal fluid. 

Immunotransfusion®* offers dual possibilities 
because it combines antiviral specificity with the 
known beneficial effects of hemotherapy. Where 
proved donors are available, we prefer it. Results 
are occasionally very spectacular. 

A series of cases treated with intravenous hyper- 
tonic dextrose—10 per cent in normal saline’— 
showed decided merit for this therapy. Autopsies 
on dextrose-treated patients have shown occasional 
capillary thrombi, but the value of this thera- 
peutic agent in mobilizing reticulo-endothelial 
defenses, promoting renal elimination, and stimu- 
lating hepatic function—detoxication, glycogenesis, 
antiketogenic glycogenolysis—is too well estab- 
lished to be discredited. 

Retan ** successfully used hypotonic solutions in- 
travenously, with frequent withdrawal of excess 
spinal fluid. We have not tried his method in this 
disease. The question of hyper- or hypotonic solu- 
tions is only one of osmosis, with attempted wash- 
ing of virus in different directions and utilization 
of different escapes. 

Based upon the work of Meltzer,?® 0.5 to 1.0 
cubic centimeter of 1: 1000 solution of epinephrin 
hydrochlorid was given intraspinally by Hoyne*® 
in 1916 with apparently good results. We have had 
no experience with the procedure. The ephedrin 
treatment later advocated by Royle,** on the basis 
of reducing destructive edema by facilitating capil- 
lary circulation, has not been tried in a large con- 
trolled series. Courville, in Los Angeles, suggested 
its use independently in 1934, but the exigencies of 
the epidemic prevented running a controlled series. 
It was tried in a few cases without obvious benefit. 


SUMMARY AND CONCLUSIONS 
Evidence is herewith presented to show that: 


1. Carriers of poliomyelitic virus definitely exist, 
and are important factors in the dissemination and 
control of poliomyelitis. 
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2. Serafromrecent,rapidly convalescent and non- 
paralytic patients show high antiviral titers: these 
individuals are most prolific sources of carriers. 

3. Human vectors harbor the virus in their in- 
testinal and respiratory tracts. 

4, Identification of virus, and hence detection 
of carriers, is by means of time-consuming, ex- 
pensive and difficult biological tests, and is un- 
certain at present. 

5. Proof of iaiiiidiledasiels ultimately must 
be the criterion for release from quarantine. 

6. Studies in pathology show that (a) polio- 
myelitis is a systemic disease primarily, and a cen- 
tral nervous system disease secondarily ; (b) the 
systemic phase usually precedes or accompanies the 
central nervous system phase, which may be absent 
altogether ; (c) the nervous lesions are diffuse be- 
low the midbrain, in spite of apparent clinical locali- 
zations; (d) the degree of pathologic change in 
the central nervous system does not parallel the 
clinical picture; (e) the meningeal involvement is 
only commensurate with the degree of systemic in- 
fection, and may be absent entirely; (f) cellular 
changes in the spinal fluid are proportional to the 
degree of meningitis present; and (g) the spinal 
fluid cell count may remain entirely normal and 
unchanged. 

7. Diagnosis in many instances does not depend 
on spinal fluid corroboration. 

8. Recognition of the nonparalytic case is possi- 
ble and most desirable, as this individual is a latent 
source of potential infection. 

9. Present prophylactic vaccines offer encourage- 
ment, but no convincing proof of immunity, and 
Kolmer admits the morbidity is greater in the vacci- 
nated group than in the unvaccinated population. 

10. Immunotransfusion is recommended early in 
severe cases. 

11. Convalescent serum by all routes has proved 
beneficial in our experience. 

12. Hypertonic dextrose in normal saline intra- 
venously has proved advantageous in the systemic 

phase of the disease, and Retan believes the hypo- 
tonic solution saves lives in the paralytic group 
when given by his method. 
University of Southern California Medical School. 
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POLIOMYELITIS: ITS TREATMENT* 


By E. B. Suaw, M.D. 
San Francisco 


"THE treatment of poliomyelitis is an ungrateful 

subject for discussion, for it has taken us many 
years to appreciate the importance of a few meas- 
ures, proved useful, essential to the proper care of 
the patient. These measures are so few and so 
simple that a discussion of treatment should best 
reiterate and reémphasize them. A vast amount of 
scientific study of this disease has been productive 
of a pathetic paucity of information regarding spe- 
cific curative efforts which can serve as basis only 
for speculation as to the future of treatment. 

We may properly divide our discussion into three 
phases: (1) the essentials of management of the 
typical attack apart from paralytic manifestations ; 
(2) the treatment of the various forms of muscular 
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weakness and their attendant complications; and 
(3) a brief consideration of the theory and appli- 
cation of specific therapy. 


EARLY DIAGNOSIS IMPORTANT 


Early diagnosis is an important function of 
proper treatment. Often this diagnosis is based on 
little more than a sound clinical impression which 
is induced, prior to the appearance of paralysis, 
by the summation of a number of factors which 
may include the prevalence of an epidemic, a his- 
tory of exposure, and the presence of illness and 
prostration to a greatly varying degree, and ac- 
companied by any or all of the systemic mani- 
festations of an attack. Of prime importance in 
the examination of the patient are tremulousness, 
fatiguability and the presence of neck and back 
stiffness, which are usually not extremely marked 
and are limited to the last few degrees of flexion 
of the head on the chest. Examination of the spinal 
fluid necessitates a certain amount of trauma to the 
patient, but this may be minimized by skillful per- 
formance of puncture, and is justified by the fact 
that the evidence thus secured usually quickly estab- 
lishes or disproves the diagnosis. It is quite rare 
for the spinal fluid to be normal in the presence of 
suspicious clinical symptoms in a case in which it 
is ever possible conclusively to establish the diag- 
nosis—although exceptions to this rule do occur. 


EARLY PROCEDURES IN TREATMENT 


In the early stage of infection, when the avail- 
able evidence supports the probability of the diag- 
nosis, certain measures should always be promptly 
instituted. The patient should be carefully isolated 
for the protection of the community. The com- 
municability is low ; but the disease almost certainly 
spreads through contact, and it can hardly be 
doubted that contagiousness is greater at the onset 
than at any subsequent time. The patient should 
be placed under conditions which absolutely pro- 
tect him from muscular and nervous fatigue; he 
should be made as comfortable as possible and 
should be subjected to the minimum of examina- 
tion necessary to observe his progress. Fatigue is 
an important matter in increasing susceptibility to 
the disease, and its avoidance in the early stage of 
the infection best serves to cut down the extent 
of subsequent paralytic development. Whatever 
may be expected from specific therapy can best be 
secured only at this time. 


As the disease progresses, the onset of paralysis 
may be most insidious, and is overlooked with 
surprising frequency. It is good practice to antici- 
pate common forms of weakness by providing some 
support for the arms and feet. The arms may be 
supported on pillows in a position of abduction and 
slight external rotation, which spares the deltoids 
and the rotators of the arm. The feet may be sup- 
ported with pillows or sand bags as partial pro- 
tection against the insidious development of foot 
drop. 

The patient should be handled in a gentle manner, 
and every effort made to dispel his fear—which is 
sometimes difficult—and to minimize his activity. 
General care is similar to that applied to the 
common, mild acute infections; diet and elimi- 
nation present no great problem and, in these early 
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preparalytic cases, restlessness and irritability are 
seldom difficult to control. All accounts of modern 
epidemics indicate that, with the application of only 
these simple measures, one need not expect a high 
incidence of paralytic or fatal sequelae, and that, 
as our efforts increase in detecting the disease early 
and treating it thus simply, we may expect the prog- 
nosis steadily to improve. 


TREATMENT OF PARALYSIS 


In the majority of cases typical weakness of 
skeletal muscles, if evident at all, appears on the 
third or fourth day of the fever, although occasion- 
ally it puts in its appearance after a prolonged 
febrile course. In only one form of the disease does 
paralysis characteristically come early, and this is 
the so-called bulbar (actually bulbo-pontine) form 
in which weakness of the muscles supplied by the 
cranial nerves may be detected almost at the onset 
of the fever. Involvement of the muscles of the eye, 
the face, of mastication, of swallowing and phona- 
tion, should always be sought for and promptly 
recognized. These signs indicate a form of the 
infection most immediately dangerous to life; but 
with the best prognosis for complete recovery if 
survival occurs. The diagnosis may frequently be 
made through the observation of a collection of 
saliva in the back of the throat, which indicates 
the inability of the patient to swallow. Serious 
progression may rapidly ensue, and a considerable 
proportion of poliomyelitis deaths are caused by 
central respiratory failure, which amounts to a 
complete disorganization of respiratory function. 
This central type of respiratory failure is amena- 
ble only to a very small extent to the use of the 
respirator ; the patient breathes irregularly, adapts 
himself poorly to the rhythm of the machine, is 
unable to free his air passages from secretion ; and 
aspiration pneumonia frequently complicates the 
picture. Respiratory stimulants are, naturally, of 
little avail. With evident involvement of swallow- 
ing and respiration, the patient should be placed on 
his face, the foot of the bed elevated, and suction 
should be used to clear the air passages. This 
patient should not be fed by gavage during the 
active course, but should be supported by the 
parenteral administration of fluids and dextrose. 
When failure of respiration impends, the respirator 
should be tried; it may even be justifiable to sup- 
press the patient’s incodrdinated respiratory efforts, 
hiccoughs, etc., by the use of fairly large doses of 
morphin, while the use of the machine is being 
instituted. Usually, the course of cranial-nerve 
paralysis is short: death quickly ensues or the pa- 
tient speedily recovers function to a considerable 
degree. When cranial nerve involvement is ac- 
companied by skeletal involvement, the latter should 
also be appropriately dealt with. 

Skeletal Muscle Weakness—The appearance of 
skeletal muscle weakness should be carefully sought 
during the active stage of the disease. Adequate 
examinations can be conducted daily with a mini- 
mum of disturbance. The detection of actual muscle 
weakness is of far greater importance than meticu- 
lous examination of the reflexes. As soon as there 
is the slightest amount of muscle weakness the in- 
volved extremity should be supported at rest in a 
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position which protects the damaged function from 
the effects of gravity and the pull of opposing 
muscles. Temporarily, during the early stage, the 
arms may be supported by means of pillows or 
slings attached to the head of the bed. The legs 
may be temporarily supported by sand bags or 
pillows. The muscles of the trunk require only the 
recumbent posture during the early stage. It is of 
extreme importance that these measures of sup- 
port be instituted at the earliest possible moment. 
Despite all that has been said about this matter, 
slight muscle weakness all too frequently goes un- 
recognized or persists untreated until the end of 
the quarantine period, with immeasurable harm 
to the ultimate prognosis. Make-shift methods, 
sand bags, pillows, and slings should quickly be 
superseded by methods of support of better design. 
Many of the orthopedists prefer lightweight splints 
because of the ease with which they can be applied 
or removed. My own preference is for very light- 
weight plaster casts, which can quickly be abbrevi- 
ated to a half shell and, while lacking the advantage 
of easy application, have at the same time the ad- 
vantage that they are not apt so frequently to be 
removed. These measures for support do not de- 
mand superior skill although, if the orthopedist is 
to assume the later care of the patient, he should 
properly be consulted at an early stage so that the 
patient may receive the advantage of continuity of 
treatment. 

Pain.—Pain is a common concomitant of the 
paralytic stage and its relief is difficult. Barbitu- 
rates are not conspicuously successful and narcotics 
are to be avoided. The application of heat, in any 
manner, is productive of increased comfort, and 
radiant heat is especially helpful. Sedation is best 
secured by trial of a variety of agents, including 
hypnotics, sedatives, and narcotics ; and paraldehyd 
given by mouth or by rectum is very helpful. 


Respiratory W eakness.—Respiratory weakness 
is frequently referred to as bulbar paralysis, but 
this term is often erroneously applied, inasmuch as 
the common form of respiratory involvement con- 
cerns the innervation of the intercostal muscles and 
the diaphragm, and is less likely to be due to cen- 
tral involvement. When there is involvement of 
one or both shoulder girdles, respiratory weakness 
should expectantly be watched for. This may de- 
velop most insidiously; there is a gradual dimi- 
nution of chest excursion and increasing loss of 
ability to maintain the expansion of the chest against 
the pull of the diaphragm. Evident respiratory dis- 
tress is usually lacking, although the patient shows 
increasing anxiety; the increased activity of the 
diaphragm leads to progressive diaphragmatic 
fatigue which may terminate abruptly with ces- 
sation of breathing. These typical cases respond 
well to the action of the respirator; the patient 
should be placed in the machine early, before there 
is complete failure, to become, usually, immediately 
comfortable. The machine simulates closely the 
physiology of breathing, and acts to some extent 
like a splint in that it spares the damaged respira- 
tory muscles overfatigue. The respirator can main- 
tain function only as a temporary expedient until 
subsidence of active disease permits restoration of 
all or part of the damaged respiratory function, 
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which occurs in a surprising proportion of cases. 
That function does not invariably return is no fault 
of the method; the minority of cases in which 
normal respiration is not resumed to some ex- 
tent, and in which the respirator simply prolongs 
a miserable existence, is an unfortunate occurrence 
which is compensated for by many in which this 
function does return and the patient finally enjoys 
restoration to a useful existence. It is almost ob- 
ligatory that the patient in the respirator be handled 
by those adequately skilled in its operation, and 
the cooperation of a skilled team should always be 
developed for this purpose. It is more than a trick 
to be able to place the patient in the machine deftly 
and to care for his wants, nutrition, prevention of 
decubitus, elimination, etc., while he is totally de- 
pendent on his attendants. 

Bladder and Bowel Weakness.—Bladder and 
bowel weakness commonly accompany weakness of 
the muscles of the lower abdomen and back, and 
unless adequate precautions are taken to prevent 
it, difficult defecation will be complicated by the 
accumulation of masses of impacted feces which 
are difficult to remove. Catharsis is less helpful 
than the use of lubricants, supplemented by gentle 
flushing and enemas of the lower bowel. Bladder 
weakness, formerly believed to be unusual in polio- 
myelitis, is not uncommon. Opinion is divided 
whether these patients should be catheterized or 
permitted reflex emptying ; but, despite the danger 
of bladder infection (which commonly supervenes), 
it is usually better, in my opinion, to employ cathe- 
terization to relieve distention. As a rule, bladder 
function quickly returns, usually within a week 
after defervescence. 


COMMENT 


All of the useful methods of the acute stage 
should be continuously employed, and three to 
six weeks after onset a slow return to activity 
and painstaking reéducation of damaged function 
should be started. This should be carried out under 
the best orthopedic and physiotherapeutic super- 
vision obtainable, and should proceed on the basis 
of an accurate estimate of muscle function with an 
appropriately planned program. The final outcome 
is almost invariably better than the condition at the 
height of the disease, and slow improvement may 
be expected under proper care for one, two, or 
three years. Physiotherapy in the pool is of great 
advantage, despite the fact that it is popularly over- 
rated. Its chief value is that of permitting muscular 
activity without weight bearing, thus facilitating 
reéducation of damaged, but not destroyed, func- 
tion. There should be no hard and fast rule about 
the time for substitution of surgical procedures for 
conservative treatment; when weakness does not 
cause deformity and impairment of surviving func- 
tion, conservative measures may be hopefully con- 
tinued for a long time; but where persistent weak- 
ness leads to severe and incorrectible deformity, 
as in involvement of back and trunk muscles, it 
may be advisable to intervene surgically very early. 

The proved essentials of the treatment of polio- 
myelitis depend on simple principles which should 
be recognized by all practitioners; their proper 
employment taxes the art of medicine to the ex- 
treme. Final prognosis is best served by an early 
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diagnosis, a persistent application of simple ortho- 
pedic procedures for protection against deformity 
and disability, and the patient persistence in re- 
education and rehabilitation of the patient, which 
must include an effort to maintain in every way 
his morale and cooperation. 


SPECIFIC THERAPY 


Very little need be said about specific therapy, 
which is highly controversial and mostly experi- 
mental in nature. There have been advocates of 
many forms of treatment, including x-ray, dia- 
thermy, intravenous injections of hypertonic so- 
lutions to reduce edema, forced spinal drainage, 
and various efforts at chemotherapy, including sul- 
fanilamide and rela-ed drugs. So far all of these 
have failed to prove their value. The most contro- 
versial subject involves the use of convalescent 
serum, and immune or hyperimmune serum for 
early treatment. 

The principle of treating poliomyelitis with 
human immune serum rests on the evidence that 
the serum of many convalescents, as well as many 
who have no history of the disease, contains neutral- 
izing antibodies for the virus. Opinions regard- 
ing the potential value of this theory of treatment 
are hopelessly conflicting, but many of the contrary 
opinions have been voiced by such ex cathedra 
authority that their views are very commonly ac- 
cepted. I would not, for a moment, support the 
contention that the value of serum treatment has 
been absolutely proved, but I am strongly of the 
opinion that it is a promising method which has 
not been proved valueless by all the evidence sub- 
mitted against it. 


It is perfectly true that most of the assembled 
large series of cases treated by serum have shown 
no statistical improvement in the end-results. Ac- 
cording to Park,’ Fischer,” and others, this is suffi- 
cient evidence that it is of no value. The cases 
which support this view almost exclusively include 
those treated with relatively small amounts of 
serum. This is an extremely critical test, for small 
amounts of serum could conceivably benefit the 
general run of cases only if the serum were tre- 
mendously potent. This disease is admittedly re- 
sistant to therapy, and serum is not hyperimmune, 
but only weakly antiviral in action. It could scarcely 
be anticipated that treatment of a resistant disease 
with a weak serum would give statistical evidence 
comparable to that of routine treatment of diph- 
theria with antitoxin. What statistical evidence 
could be provided, for example, by antitoxin treat- 
ment of diphtheria with a routine of 100 to 500 
units as a standard dose, particularly if every third 
dose were entirely lacking in antitoxin? 

Significant analogies are presented by other in- 
fections. Meningococcus disease treated with anti- 
meningococcus serum does not show in statistical 
studies, from all over the country,*® a great de- 
parture from the untreated mortality. Here we 
deal with virulent infection treated with a weakly 
antibacterial agent. Most clinicians of experience, 
nevertheless, grant that antimeningococcus serum 
demonstrates its value in many individual cases. 
A comparable state of affairs exists in measles: a 
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recent paper showed convincingly that the course 
of measles is unaffected by 20 to 40 cubic centi- 
meters of adult blood (weakly antiviral), given at 
the onset of symptoms.* Equally convincing re- 
ports show that intravenous injection of 50 to 200 
cubic centimeters of convalescent serum (more 
strongly antiviral) will abort an attack even after 
onset. 

Even though they are in the minority, excellent 
clinicians from all over the world have expressed 
the opinion that the course of poliomyelitis is bene- 
ficially affected by large amounts of convalescent 
serum (Jensen,® Harmon,® Levinson’). Best of all 
these is the experience of Levinson, whose series, 
treated with large doses, has some statistical merit. 
Opinions based on intensive treatment of a few 
cases may be in error, but should not be discredited 
on the basis of a series treated with homeopathic 
doses. 

Convalescent serum does not greatly benefit ex- 
perimental infection in monkeys after the onset of 
symptoms. This, too, is a most bitterly critical test 
under which many therapeutic methods would also 
fail. The production of infection in naturally in- 
susceptible animals requires such large doses of 
virus as to be quantitatively beyond the possibility 
of treatment and totally incapable of comparison 
with the natural attack in susceptible human beings. 

It has been said that virus infections gain en- 
trance within the cells and are completely in- 
susceptible to therapeutic serum. If this general 
principle is common to virus infections, it should 
apply to measles which, however, can be definitely 
aborted by large amounts of convalescent serum. 
We recently, and quite accidentally, had a similar 
experience in aborting chicken-pox by a transfusion 
given at the onset of the eruption. The virus of 
poliomyelitis in the nervous tissue may be insus- 
ceptible to serum therapy, but the only test of this 
hypothesis will be actual experience in poliomyeli- 


tis, and cannot rest on conjecture, however well 
founded. 


It is commonly stated that the choroid barrier 
prevents antibodies in the circulation from reach- 
ing lesions in the central nervous system.’ This 
rests on a poor conception of the physiology of the 
central nervous system. The choroid barrier lies 
between the blood stream and the spinal fluid, the 
principle might apply to meningitis (although it 
does not), but the spinal fluid is not the nutrient 
medium of the brain and cord, and antibodies can 
best be carried to the depths of the nervous system 
through the blood, without the necessity of first 
reaching the spinal fluid. It can quickly be demon- 
strated at any convenient bar that certain substances 
can quickly be brought to the brain cells by the 
blood, and it has recently been conclusively shown 
that antibodies can also thus quickly reach the brain 
cells.° Somewhat concerned with this theoretical 
question is the proposal that antibodies should be 
administered intrathecally, a form of treatment 
originally sponsored by some of those now bitterly 
opposed to any similar form of therapy. It seems 
altogether illogical that antibodies should be given 
into the subarachnoid space in order to reach the 
lesions of poliomyelitis ; for there is, in this disease, 
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no true meningitis, the virus has not been found 
in the spinal fluid, antibodies reach the brain and 
cord less easily through the spinal fluid than through 
the blood, and it is beyond doubt that such a pro- 
cedure causes discomfort and actual danger to the 
patient. 

The status of treatment of poliomyelitis with an 
antiviral serum can fairly be summarized with the 
statement that none of the arguments against its 
potential or proved value successfully demolish its 
rationale, and the opinions of numerous observers 
support its use in clinical grounds as cogent as those 
applying to many measures in current use in other 
infections. The crux of the whole question is, after 
all, not so much whether serum has proved its value 
as whether the method of treatment has any promise 
of value. Those who are interested in this form of 
therapy should continue entirely on an experi- 
mental basis, using very large doses of serum. This 
may not be practical routine, but is essential to the 
final status of this approach to therapy. 

384 Post Street. 
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DIAPHRAGMATIC HERNIA: RESULTS OF 
SURGICAL TREATMENT IN 
210 CASES* 


By Stuart W. Harrincton, M. D. 
Rochester, Minnesota 


mi 
SURGICAL TREATMENT 
DEAPHRAGMATIC hernia is primarily a me- 


chanical condition, and the only treatment 
which will relieve the condition is operative repair 
or reconstruction of the abnormal opening in the 
diaphragm. The indications for surgical interven- 
tion and the methods and technique of surgical pro- 
cedures depend on the type, situation, and size of 
the defect in the structure of the diaphragmatic 
muscle, the kind and amount of abdominal viscera 
involved in the hernia, and whether or not the vis- 
cera are enclosed in the hernial sac. I shall first 
describe the general surgical methods and then con- 
sider the special technique which is required in the 
surgical treatment of some types of hernia. 
From the standpoint of treatment cases of hiatus 
hernia may be divided into three groups: in the 


° From the Division of Surgery, The Mayo Clinic, Roches- 
ter, Minnesota. 
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first group the hernia is small and is recognized 
roentgenologically, often during the course of a 
general examination, and causes few or no clinical 
symptoms. No treatment is indicated in this group 
of cases. The second group includes those cases in 
which the symptoms are moderate and the hernias 
are of moderate size; in many of the cases in this 
group, conservative treatment, such as regulation 
of diet and reduction of weight, is sufficient to re- 
lieve the symptoms. The third group includes those 
cases in which there is no response to conservative 
measures; in these cases the hernias usually are 
large, and in many cases, in my experience, there 
are complications, such as incarceration of the 
stomach or gastric erosion. In this group of cases 
the only treatment that assures relief of symptoms 
is operative repair of the hernia. 

In all cases in which a third or more of the 
stomach is involved in the hernia, surgical inter- 
vention should be considered because the condition 
is progressive and usually becomes rapidly worse 
after the hernia has attained this size. Operation 
should be performed before severe incarceration, 
with consequent obstruction and traumatic lesions 
of the stomach, has occurred. The operative risk is 
increased by gastric retention, and the technical 
difficulties are enhanced by fixation of the stomach 
to the diaphragm and to the hernial sac within the 
thorax. In all cases in which the colon is involved 
in the hernia, early operation is necessary because 
of the danger of intestinal obstruction. 

Other types of hernia, such as traumatic hernia 
or those in which there is a congenital absence of a 
portion of the diaphragm, should be treated surgi- 
cally, because the colon and small bowel are usually 
involved in the hernia and there is great danger of 
intestinal obstruction. In cases of traumatic hernia 
it is best not to operate until the acute symptoms 
caused by the primary injury have subsided, if the 
patient’s condition will permit this delay. 

Interruption of the Phrenic Nerve—Paralysis 
of the diaphragm, produced either by temporary 
or permanent interruption of the phrenic nerve, is 
of value as a procedure preliminary to radical 
operative repair of many different types of dia- 
phragmatic hernia. It is a necessary procedure in 
the surgical treatment of partial thoracic stomach 
resulting from a congenitally short esophagus. In 
some cases in which radical operative repair is 
contraindicated, it may be used as a palliative 
measure. In most instances in which interruption 
of the phrenic nerve is utilized as a procedure pre- 
liminary to radical operative repair of the hernia, 
I prefer, first, to perform temporary interruption 
of the nerve by crushing it, because in many in- 
stances it may not be necessary for the paralysis 
to be permanent. Function is usually reéstablished 
in three to six months. In cases in which re- 
establishment of function of the diaphragm is not 
desirable because of the danger of recurrence of 
the hernia, the paralysis can be made permanent 
by cutting or avulsing the phrenic nerve. As a pro- 
cedure preliminary to radical surgical treatment, 
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Fig. 1.—Esophageal hiatus hernia, with herniation of two- 
thirds of the cardiac end of the stomach into the posterior 
mediatinum, and extension into the right thoracic cavity. 
There is marked elevation and displacement of the esopha- 
gus to the right. 


interruption of the phrenic nerve is often of value 
in the treatment of incarcerated and strangulated 


hernias because it prevents spasm of muscle and 
causes relaxation of the hernial ring. It is of great 
advantage in the closure of large hernial openings 
when there is considerable loss of structure of the 
diaphragm, as is usually found in traumatic or con- 
genital hernias. The relaxation of the diaphragm 
following this procedure permits the structural de- 
fect to be closed without tension, and in cases of 
traumatic hernia in which the diaphragm has been 
torn from the thoracic wall it permits the dia- 
phragm to be sutured to the intercostal muscles. 

Interruption of the phrenic nerve may be utilized 
as a palliative measure in para-esophageal diaphrag- 
matic hernia when the radical operative procedure 
of closure of the enlarged esophageal hiatus is 
contraindicated because of the patient’s condition 
and when the stomach is the only abdominal viscus 
involved in the hernia. The purpose of this pro- 
cedure is to prevent spasm of the diaphragm, which 
is the cause of the severe attacks of incarceration 
of the stomach in the hernial sac. 


Phrenicotomy, as a sole procedure, does not com- 
pletely relieve the symptoms. There is always a 
moderate amount of gastric distress immediately 
after, or shortly after the ingestion of heavy meals, 
but the patients get along rather well if they are 
careful with their diet. This procedure is not appli- 
cable to hernias in which a large portion of the 
stomach is in the thorax, causing marked pressure 
on the heart and lungs, nor is it applicable in any 
case in which the intestines are involved in the 
hernia. This procedure should not be employed 
when radical operative repair can be effected. 
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Radical Surgical Repair. 

Anesthesia—The method of administration of 
the anesthetic agent depends on the type of hernia 
which is present. In all cases in which there is no 
hernial sac, and in which there is a direct communi- 
cation between the abdominal and thoracic cavities, 
I prefer intratracheal administration of the an- 
esthetic agent by means of a positive pressure ma- 
chine. In cases in which there is a hernial sac, as 
in the esophageal hiatus type of hernia, the an- 
esthetic agent can be administered by the closed- 
mask method. 


General Technical Considerations.—In the treat- 
ment of all hernias that have occurred through the 
left portion of the diaphragm, I prefer the abdomi- 
nal approach by means of an oblique left rectus 
incision, starting at the ensiform cartilage and ex- 
tending to the outer border of the rectus muscle. 
I believe there is less risk of thoracic complications 
when this approach is used. It is of particular 
advantage in cases of esophageal hernia, for the 
herniated stomach is usually confined in a sac in 
the posterior mediastinum and does not enter the 
true pleural cavity. 

In hernias through the right diaphragm, I prefer 
the thoracic approach because the large, right lobe 
of the liver makes the abnormal opening in the dia- 
phragm inaccessible from the abdominal approach. 

The technical difficulties of adequate exposure 
of the hernial openings through the left portion of 
the diaphragm and the esophageal hiatus are often 
considerable because of fixation of the left lobe 
of the liver to the leaf of the diaphragm. The 


~y 
Peritoneal 
sac 


Fig. 2.—Drawing made at time of operation, showing 
traction on the liver after cutting left suspensory ligament. 
The upper insert shows the situation of the abdominal in- 
cision in the left rectus muscle. The lower inserts show the 
cutting of the peritoneal covering of the sac from its attach- 
ment to the stomach, and repair of the enlarged esophageal 
hiatus with continuous fascia lata and interrupted linen 
sutures, after replacement of the stomach in the abdomen. 
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Fig. 3 


Fig. 4 
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Fig. 5 


Fig. 3.—Roentgenogram taken three weeks after operation, showing entire stomach in normal position below the 


diaphragm. 


Fig. 4.—Roentgenogram taken on admission, showing entire stomach in left thoracic cavity and extending to the 


third rib. 


Fig. 5.—Transverse colon herniated into the left thoracic cavity, extending to the apex. 


exposure of these hernial openings is greatly facili- 
tated by cutting the suspensory ligament and re- 
tracting the left lobe of the liver to the right. This 
can be accomplished, when the left lobe is small, 
by folding it on itself, and when it is large, by 
retracting it forward into the wound. The spleen 
is often very adherent to the posterior part of the 
diaphragm and hernial openings, but usually can 
be separated from these structures by blunt dis- 
section. In some instances the spleen has been so 
traumatized by the injury, and bound into its ab- 
normal position by adhesions, that it cannot be 
separated from the hernial opening without seri- 
ously injuring it. This not uncommonly occurs in 
the traumatic types of hernia, but occasionally in 
esophageal hiatus hernias. In these cases splenec- 
tomy is necessary. 

Esophageal Hiatus Hernia. — Hernias through 
the esophageal hiatus are true hernias and have a 
hernial sac. The attachment of the sac to the 
stomach must be separated and the sac either com- 
pletely removed or permitted to retract into the 
posterior mediastinum. I believe that this is one 
of the most important technical considerations in 
the surgical treatment of these hernias. 

After the sac has been removed, the enlarged 
esophageal hiatus is repaired by overlapping the 
margins of the opening. Closure is usually made 
to the left of the esophagus, but in some cases it 
is necessary to close, partially, both to the right 
and left of the esophagus. In a few instances the 
enlargement of the esophageal opening is posterior, 
extending to the spinal column and requiring the 
overlapping of the margins posterior to the esopha- 
gus. In such cases, the condition is often thought 
to be a herniation through the aortic opening, but 
extending over the aorta there usually is an im- 
perfectly developed, fibrous band which is the 
margin of the defective esophageal hiatus. The 
closure is usually made with living sutures of 
fascia lata which are removed from the thigh. The 
overlapped margins of the hernial opening are 


first stabilized with interrupted linen sutures. The 
fascia lata is then woven into the tissues by con- 
tinuous suture and fixed in the tissues with in- 
terrupted linen sutures. 


In many cases in which the stomach is incar- 
cerated, or obstructed, it is impossible to pass a 
stomach tube into the obstructed loculus of the 
stomach before operation. In these cases it is 


Fig. 6.—Drawing at time of operation, showing large 
laceration of left diaphragm. There is herniation of the 
entire stomach, transverse colon, many loops of small bowel 
and the left lobe of the liver into the left thoracic cavity. 
The lower inserts show the repair of the large laceration of 
the diaphragm, with continuous fascia lata and interrupted 
linen sutures, after replacement of the herniated abdominal 
viscera in the abdomen. 
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Fig. 7a 
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Fig. 7b 


Figs. 7a and 7b.—Roentgenograms taken after operation, showing entire stomach and colon in normal position 


below the repaired diaphragm. 


advisable to pass a stomach tube soon after the 
abdomen is opened, directing the tube into the 
obstructed portion of the stomach in order to 
empty the gastric contents before any attempt is 
made to reduce the herniated viscera, because of 
the danger of regurgitation and aspiration of 
gastric contents into the lung. 


Before closure of the defective esophageal 
hiatus is completed around the lower part of the 
esophagus, it is important that a stomach tube of 
large caliber should be passed through the esopha- 
gus into the stomach, to aid in the reconstruction 
of the normal esophageal opening and to prevent 
constriction of the esophagus by a tight closure. 
A small portion of the esophageal wall is incor- 
porated in the innermost margin of the closure by 
a suture of chromic catgut. 

Not uncommonly in these cases there is an asso- 
ciated traumatic erosion in the herniated portion 
of the stomach, along the lesser curvature, close 
to the cardia, and this erosion is often adherent to 
the margins of the hernial opening. Great care 
should be used in replacing the stomach in the 
abdomen, and in removing the sac from the 
stomach because of the danger of perforating this 
thinned-out portion. In cases in which the ulcer- 
ated portion is penetrated, it should be repaired 
immediately with continuous catgut and linen 
sutures. 

The abdomen should always be thoroughly ex- 
plored for any other lesion, particularly of the 
stomach or gall-bladder. In some cases it may be 
necessary to operate on other associated lesions. 
However, I do not believe it advisable to carry 


out any additional surgical procedure at the time 
of repairing the hernia, unless it is imperative, but 
it is well to know whether the patient has gall- 
stones or any other lesion, in the upper part of the 
abdomen, which might account for subsequent 
symptoms. (Figs. 1, 2 and 3.) 

Congenital and Traumatic Hernias.—lIn treat- 
ment of congenital and traumatic hernias that oc- 
cur through the left part of the diaphragm, the 
abdominal approach previously described is used. 
There is rarely, if ever, a hernial sac and the ab- 
dominal viscera are in direct contact with the 
thoracic viscera. In cases of traumatic hernia the 
abdominal viscera may extend to the apex of the 
thoracic cavity, and are usually very adherent to 
both the abdominal and thoracic sides of the dia- 
phragm, and to the structures within the thorax. 
The adhesions to the margins of the opening and 
to the under surface of the diaphragm are often 
very marked, and should be separated first. The 
adhesions to the structures within the thoracic 
cavity are separated from below upward by ap- 
proaching them through the hernial opening. By 
the abdominal approach this can be accomplished 
with little danger of injury to the abdominal or 
thoracic viscera, because the definite relationship 
of the herniated structures can be established. 


In cases in which there has been considerable 
loss of structure, or in cases in which the muscle 
has been torn from its attachment to the thoracic 
wall, the defect in the diaphragm should be re- 
paired by fascia lata stabilized with linen sutures. 
I believe this to be the most satisfactory type of 
closure in all of these cases. In cases of traumatic 
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hernia in which the laceration is confined to the 
dome of the diaphragmatic muscle, it usually is 
advisable to repair the opening by lapping the 
anterior margin over the posterior margin of the 
opening. When possible, it is advisable to overlap 
the margins of the opening from 2 to 3 centimeters. 
In those cases in which the laceration splits the 
muscle of the esophageal ring, great care should be 
taken in repairing the esophageal hiatus. In those 
cases in which the laceration extends to the margin 
of the thorax, and in which the attachments of the 
diaphragm are torn from the thoracic wall, the 
repair is made not only by overlapping the lacera- 
tion of the leaf of the diaphragm, but by resutur- 
ing the diaphragmatic muscle to the thoracic wall. 
This can be accomplished by suturing the dia- 
phragmatic muscle to the intercostal muscles be- 
tween the ribs and, when possible, it should span 
two interspaces, being fixed to the intercostal 
muscles with fascia lata and stabilized with inter- 
rupted linen sutures. In a few instances the re- 
laxation of the diaphragmatic muscle caused by 
interruption of the phrenic nerve will not permit 
enough relaxation of the muscle for repair of the 
defect. In these cases the diameter of the thorax 
must be narrowed by resecting the lower ribs by 
thoracoplasty. It is usually not necessary to resect 
more than a few inches of the ninth and tenth 
ribs at the angles. Congenital hernias in which 
there is considerable loss of structure are repaired 
in the same manner. 


In all of these cases in which there has been a 
direct communication between the abdominal and 
thoracic cavities, every effort should be made to 
reéstablish the negative pressure within the pleural 
cavity by removing the air, and by expanding the 
lung before the opening in the diaphragm is closed 
completely. In some instances this cannot be ac- 
complished until after the rent in the diaphragm 
has been closed. In some cases pneumothorax may 
push the mediastinum and heart to the opposite 
side, and cause marked embarrassment of respira- 
tion and circulation. In these cases it is imperative 
that the mediastinum be stabilized in the midline 
immediately by aspirating the air from the pleural 
cavity with a needle until the pressure is negative. 
In cases of congenital hernia in which the lung 
has been collapsed from birth, I do not think it is 
advisable to attempt forceful, rapid expansion of 
the lung, as this may lead to hyperventilation as 
a result of forcing a large amount of the lung, 
which had never before been active, to function. 
In these cases the patients are best treated by as- 
pirating the air from the pleural cavity, and allow- 
ing the lung to expand gradually for a time. I 
think it advisable to make a roentgenogram before 
the patient leaves the operating table, so as to 
determine the amount of pulmonary expansion. 

Before closing the abdomen, the herniated viscera 
should be thoroughly explored, to be certain that 
there has been no injury to a viscus or that there 
are no bands of adhesions which will interfere 
with the function of the abdominal viscera. In 
cases in which there has been considerable ob- 
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TABLE 2 








Radical repair of defect in diaphragm 
Approach: Abdominal—183 Thoracic—2 


Preliminary interruption of phrenic 105 
nerve 


Preliminary extrapleural thoraco- 
plasty 


Operations in conjunction with re- 
pair of hernia: 


Gastric resection for gastric ulcer 
(Polya) 





Closure of perforated gastric ero- 
sion 


Posterior gastro-enterostomy for 
gastric ulcer (1) 

Posterior gastro-enterostomy for 
duodenal ulcer (2) 


Splenectomy for tuberculosis (1) 
Traumatic injury (2) 3 





Appendicostomy for obstruction 1 
Interruption of left phrenic nerve (hiatus her- 
nias) 


Palliative—7 Therapeutic—18 25 


TOTAL 210 





Operative deaths—9 


Recurrences: Traumatic hernias—0. Hiatus hernias—6. 
195 patients recovered from operation and were re- 
lieved of symptoms. 


struction of the large bowel it may be necessary 
to perform appendicostomy or colostomy at the 
time of operation. All patients are placed in an 
oxygen cabinet or in an oxygen chamber imme- 
diately after the operation. (Figs. 4, 5, 6 and 7a 
and b.) 

RESULTS 


Table 2 shows the method of repair of the dia- 
phragmatic hernia, the necessary, associated opera- 
tive procedures at the time of repair of the hernia, 
and the results of operation in 210 cases on which 
this paper is based. 


As noted previously in this paper, twenty-three 
of these patients had undergone operations for the 
same complaint without relief of symptoms, but 
were completely relieved following repair of the 
hernia. 


Of the six recurrences, all occurred in esophageal 
hiatus type of hernia. Three of the patients had 
recurrence of symptoms. In two cases the symp- 
toms were severe enough to require secondary 
operation, which repaired the recurrent hernia and 


relieved the symptoms. The third patient had 
moderate symptoms which are not sufficiently 
severe to warrant operation. In the three remain- 
ing cases, the recurrences were discovered by 
roentgenologic examination. There was a slight 
protrusion of the cardiac end of the stomach 
through the esophageal orifice, but the patients 
did not have any clinical symptoms of recurrence, 
and surgical treatment was not deemed necessary. 
In the last 115 cases in which operation has been 
performed for diaphragmatic hernia, there have 


been only two operative deaths. 
The Mayo Clinic. 
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CHRONIC ULCERATIVE COLITIS* 


By Atrrep C. Reep, M.D. 
San Francisco 


Discussion by LeRoy Brooks, M.D., San Francisco; 
Jesse L. Carr, M. D., San Francisco. 


PART II? 


II. Question of Other Organisms. 


OUTSIDE of the question of the relationship of 
dysentery bacilli to ulcerative colitis, various 
other organisms have received consideration. We 
shall select only some of the more important of 
these suggestions in order to give an idea of the 
trend of research and its general results. 

Paulson* has given a well-balanced and, in our 
opinion, thoroughly sound summary of the present 
status of idiopathic ulcerative colitis. Written in 
1933, his conclusions can be accepted as valid to- 
day, and as suggesting the direction for further 
clinical and experimental study. Paulson regards 
ulcerative colitis as a syndrome possibly due to vari- 
able, but so far of no demonstrable single etiology. 
It has resemblances and agreements with chronic 
bacillary dysentery, but the exact relationship is 
still sub judice. A definite connection with foci of 
infection remains to be proved. “There is neither 
satisfactory direct evidence nor properly controlled 
confirmatory studies establishing a specific or pri- 
mary etiologic association between any bacterium 
and chronic ulcerative colitis.” Properly consider- 
ing this condition as a syndrome; one must consider 
that Paulson does not of necessity demand a single 
common etiology, nor does he exclude single 
varieties of bacteria as causative in some cases. He 
states that “experimental data indicate the non- 
specificity of bacterial influences in this disorder. 
Recent work suggests that the greater and more 
prolonged the bleeding, regardless of cause, the 
greater will be the diminution of the flora and the 
more marked the relative increase in cocci. These 
cocci, and to a lesser extent the other surviving 
intestinal organisms normally present, probably are 
responsible for a secondary infection.” 

There has been much controversy over the valid- 
ity of the diplococcus, described by Bargen* in a 
series of papers. We have not recovered this organ- 
ism in any of our cases in other than very minor 
proportions. Paulson™ has adequately discussed 
this problem, and we agree with him that the re- 
lationship of this diplococcus to ulcerative colitis 
lacks satisfactory confirmation. The therapeutic 
results reported seem as likely to have followed 
adjuvant, or other, or spontaneous causes. In our 
earlier experience with vaccines made from this 
diplostreptococcus, we felt that favorable clinical 
results, when they occurred, were largely influ- 
enced by psychologic factors in use of the vaccine, 
especially in neurotic, nervous and somewhat hyper- 
thyroid patients. 

The recent work of Dack** and his associates 
at the University of Chicago, reported in a series 


* From Hooper Foundation for Medical Research, Uni- 
versity of California. 


+ Part I appeared in CALIFORNIA AND WESTERN MEDICINE, 
June, 1939, on page 402, 
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of papers, opens up a new field of clinical and 
animal experimentation. Dack has studied the bac- 
terial flora in the colons of three patients following 
isolation of the colon by ileostomy. He has found 
an anaerobic organism, Bacterium necrophorum, 
predominating after a period of months, when the 
colon was entirely free from bacteria maintained 
by the fecal current. This organism was patho- 
genic for rabbits, tended to cause spreading lesions, 
and was easily and quickly killed by oxygen. He 
isolated a similar organism from the colons of 
monkeys, which was probably present there in the 
normal intestinal tract, since it developed in necrotic 
membranes formed over rectal areas denuded of 
mucosa. It was not found in healthy, isolated 
colons of two monkeys, nor in normal colons. Dack 
has demonstrated complement-fixing bodies in the 
sera of four patients with ulcerative colitis, using 
an antigen prepared from the same organism cul- 
tured from the isolated colons of two patients with 
ulcerative colitis. Very slight fixation of comple- 
ment occurred with an antigen of monkey origin. 
The serum of one young adult with a normal colon 
gave a very slight positive result, and the sera of 
four other healthy young adults gave negative re- 
sults. Suggestive agglutination reactions were also 
obtained. These results are highly suggestive and 
direct attention into a fairly new field. Of four- 
teen patients in whom Dack’s culture technique 
was followed, we have recovered the same organism 
in two, to whom reference will be made later. Dack 
and his associates properly state that further study 
is necessary before any definite organism can be 
considered as a causative agent in chronic ulcera- 
tive colitis. 


Later experience led Dack, Dragstedt, and 
Heinz** to report that B. necrophorum persisted 
as a predominant type, so long as the colon was 
diseased and became less abundant during remis- 
sions. “It was isolated by appropriate methods 
from the nonisolated colon in seven out of twelve 
additional cases of nonspecific chronic ulcerative 
colitis and in two cases of specific ulcerative colitis. 
Complement-fixing antibodies for Bacterium necro- 
phorum were found in the serum of fourteen out 
of sixteen cases of typical chronic ulcerative colitis 
and in only three of sixteen control patients. These 
facts, together with the abundant evidence in the 
literature supporting the pathogenicity of this 
organism to lower animals and man, have led us 
seriously to consider Bacterium necrophorum as of 
etiologic significance in chronic ulcerative colitis.” 


SUMMARY OF THIRTY-FIVE CASES 


Thirty-five private cases of chronic ulcerative colitis 
have been reviewed, with special reference to factors re- 
lated to their bacteriology. Of the thirty-five cases, twenty 
males had an average age when first seen of 36.2 years, 
and symptoms had then been present for an average of 
7.0 years, giving an average age of onset of 29.2 years. The 
youngest male was 18 years of age, with a disease duration 
of six years, and the oldest was 63, with a disease duration 
of twenty-eight years. Of the fifteen females, the average 
age when first seen was 34.8 years, and symptoms had then 
been present for an average of 3.5 years, giving an average 
age of onset of 31.3 years. The youngest female was 19 
years of age, with a disease duration of eight months, and 
the oldest was 65, with a disease duration of five years. 
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Of the thirty-five cases, two eventually had colonic 
cancer. Seventeen were nervous to neurotic in tempera- 
ment, and eighteen were phlegmatic. Nine cases were 
definitely preceded and in some, overlapped, by amebiasis. 
Four cases, out of twenty-six x-rayed, showed trophic 
changes in the small intestine. Of nineteen cases in which 
stomach acidity was tested by a fractional alcohol meal, 
five males and seven females showed achylia or extreme 
reduction of acid, three males and two females showed 
normal acid curves, and two males showed hyperacidity. 
All thirty-five cases had cultures made by sigmoidoscope 
for dysentery bacilli. Of these four, or 11.4 per cent, were 
positive (one culture each). Twenty cases were examined 
for serum agglutination of dysentery bacilli. Five, or 25 
per cent, were positive in a significant titer. In only one 
of the four cases positive on culture was the agglutination 
reaction positive. 

Aerobic bacterial cultures were made in twenty-eight 
cases by B. Eddie of the Hooper Foundation and by Lucien 
D. Hertert, from swabs taken as deeply as possible with 
the sigmoidoscope. The total findings and distribution of 
bacteria in number of patients is shown below. 

Bacillus coli, 28; B. coli hemolyticus, 5; B. paracoli, 4; 
B. coli chromogenic, 1; Staphylococcus aureus, 4; Staphy- 
lococcus, 1; Staphylococcus albus, 7; Staphylococcus feca- 
lis, 3; Streptococcus fecalis, 1; Alpha streptococcus, 2; 
Alpha hemolytic streptococcus, 4; Nonhemolytic strepto- 
coccus, 1; Beta hemolytic streptococcus, 4; Gamma strepto- 
coccus, 5; Diphtheroids, 11; Bacillus proteus, 1; Bacillus 
alkaligines, 1; Bacillus dysenteriae, 4; Streptococcus (un- 
specified), 2. 

Anaerobic cultures were made in fourteen cases by 
the technique of Dack, by the same bacteriologists, from 
swabs taken deeply by sigmoidoscope either from curetted 
ulcer bases or deeply rubbed mucosa. The swabs were put 
at once into large tubes filled with CO, and the inoculated 
culture media were in the vacuum jar within fifteen minutes 
of removal of the swabs from the patients. Miss Eddie 
and Mr. Hertert15 state: “The bacteriologic studies in this 
series followed as closely as possible the technique of Dack, 
Heinz, and Dragstedt.13 Specimens were taken on a swab 
or curet. Gram and acid-fast stains were made of smears 
in order to study morphology. No spirochetes or fusiform 
bacilli were found. The predominant flora was that of 
Gram-positive cocci and rods with a few Gram-negative 
cocci and rods. 

“(1) Blood and eosin methylene-blue plates were in- 
oculated and spread over the surface by a glass dolly, 
incubated at 37 degrees centigrade for forty-eight hours 
aerobically. By this method the nonlactose fermenting 
bacteria (Shigella, typhoids and aerobic flora of strepto- 
cocci, staphylococci, diphtheroids and B. coli) were re- 
corded, identified, and studied. 

“(2) Blood-agar plates (10 per cent sheep blood in veal 
infusion agar) were directly plated out and incubated an- 
aerobically. Anaerobic blood-agar plates were placed in a 
large pyrex vacuum desiccator and the pressure was re- 
duced to the vapor tension of water. The jar was then 
washed out thoroughly with carbon dioxid, and again ex- 
hausted to the vapor tension of water. It was incubated 
for four days at 37 degrees centigrade before being opened. 
To insure maintenance of anaerobic conditions, and to re- 
move any traces of oxygen which might be given off by 
the blood, a saturated pyrogallic acid solution and sodium 
carbonate was kept in the base of the jar. This was re- 
newed each time the jar was used. 

“On opening the jar, careful study was made of the 
different colonies, of morphology and Gram stains. Trans- 
fers were made to dextrose cystin agar.16 After good 
growth the organisms were identified by their biochemical, 
milk and gelatin reactions. Serologic tests were made 
whenever possible to complete the identification. After 
identification, all anaerobic tests were kept under anaerobic 
observation for two to three weeks.” 

The total findings and distribution of bacteria under 
anaerobic conditions in number of patients is shown below: 

Bacillus coli in 11 of 14 cases; Bacillus para-coli, 1; 
Bacillus coli chromogenic, 3; Staphylococcus aureus, 3; 
Staphylococcus albus, 2; Alpha hemolytic streptococcus, 7 ; 
Beta hemolytic streptococcus, 2; Gamma streptococcus, 
2; Gamma hemolytic streptococcus, 2; Diphtheroids, 7; 


B. subtilis, 1; B. proteus, 1; Bacillus necrophorum, 1; 
Bacterioides, 2. 
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COMMENT 


In general, it appears that, in considering the 
etiology of chronic ulcerative colitis, little influ- 
ence is shown by inheritance, race, temperament, 
or age. Decreased stomach acidity was present in 
twelve of nineteen patients. There is no indication 
as to whether this had any relation to the colitis, 
so far as the types of colonic bacteria are con- 
cerned. It cannot be assumed that the low acidity 
was either cause or result of the colitis. 


The presence of dysentery bacilli in 11.4 per cent 
of thirty-five cases is significant and in line with 
surveys elsewhere. Without extensive series show- 
ing increased percentage of positive cultures with 
increased number of cultures, we cannot believe 
that extending the number of cultures is of practi- 
cal value. In other words, review of the literature, 
together with the findings here reported, lead to 
the belief that two or three cultures may somewhat 
increase the number of positives over one culture, 
but that the increase of positives by further cultures 
will be so slight as to have little, if any, clinical 
value, even assuming that the inconstancy and 
rarity of appearance of B. dysenteriae does not 
nullify its importance as a primary pathogen. 

The sparse distribution of bacteria of known 
pathogenicity, such as the Beta streptococcus group 
and even Bacillus dysenteriae, opens up definite 
treatment possibilities even though it does not sub- 
stantiate an etiologic relationship for the group. 
The high percentage of cases (25.7 per cent) hav- 
ing antecedent amebiasis deserves particular at- 
tention, although here, also, treatment would only 
be influenced where amebas are actually present. 
It is evident, in cases where the symptomatology is 
continuous but the amebic colitis is replaced by 
chronic ulcerative colitis, that anti-amebic treat- 
ment must be given until the amebic factor is defi- 
nitely absent, after which anti-amebic drugs are 
not indicated. 


INDICATIONS AS TO ETIOLOGY 


It seems clear that chronic ulcerative colitis must 
be considered as a regional or general continuing 
colitis in which the wall of the colon has received 
some definite, often unknown, type of damage, and 
is then invaded by whatever bacteria are available 
or in contiguity from the lumen. The original dam- 
age in a certain group of variable size is from 
B. dysenteriae. Another sizable group is initiated 
by amebiasis. It seems probable that some sort of 
food deficiency, as for instance vitamin G, may be 
the original cause. This deficiency, again, may 
follow functional or inorganic change in the ab- 
sorptive power, and motor functioning of the small 
intestine. A congenital predisposing cause may be 
found in the neurotic temperament of some pa- 
tients. In any case, given the original damage, the 
way is prepared for invasion of the colonic wall 
by a great variety of bacteria. The mere presence 
of certain bacteria does not mean an etiologic re- 
lation, but their growth in and on the ulcerated 
wall of the intestine can fully explain the variable 
symptoms, the remissions and the enormous differ- 
ence in virulence in different patients. 
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Without a much more exact diagnostic idea than 
is possible to obtain of the colon in life, it is equally 
impossible to formulate an exact idea of prognosis 
and of treatment. For that reason the time for 
surgical intervention is set with difficulty. Some 
aggravated, almost malignant, cases clear up with 
treatment that can only lead to the conclusion that 
the cure is automatic. Others recur, or persist, in 
spite of the most carefully evaluated treatment. 
To forecast the general course is hardly possible 
and, therefore the time for ileostomy, cecostomy or 
colectomy becomes a matter of judgment in the 
individual case. 


INDICATIONS FOR TREATMENT 


Certain points give indications, for treatment. 
In the presence of B. dysenteriae, obviously spe- 
cific treatment with autogenous dysentery vaccine 
or with stock polyvalent serum is to be advised. 
This may not cure, inasmuch as B. dysenteriae may 
be only one of several infecting organisms. Nor 
is it certain that B. dysenteriae is always a primary 
infector. The primary, as well as other secondary 
causes, may require additional treatment. To a 
somewhat less extent, these considerations hold 
good also in coexisting amebiasis. 

When Beta streptococci are present, especially 
when found both on aerobic and anaerobic culture, 
the use of sulphanilamide by mouth is justifiable. 
Undoubtedly, those cases which are going to have 
a serious prognosis ought to have early ileostomy. 
The difficulty is to find a safe criterion of bad prog- 
nosis. In practice this resolves itself into long 
duration, with more or less constancy of severe 
symptoms. Examination of removed colons and 
of post-mortem colons shows how ineffective are 
irrigations. Some symptomatic benefit is often ob- 
tained, but curative effects cannot be expected. 

Autogenous total vaccines, including both aerobic 
and anaerobic organisms, frequently are highly 
beneficial in improving the host’s resistance to the 
organisms concerned. These, however, are always 
secondary invaders, and treatment must include 
adequate therapeutic (not maintenance) dosage of 
vitamins, especially the B-G complex, adequate in- 
take of minerals, particularly sodium chlorid, cal- 
cium and phosphorus, and certainty that absorption 
is adequate. Obviously, mechanical protectives have 
a place, such as bismuth carbonate and kaolin. Re- 
lief of irritation and irritability of the colon is 
of definite assistance in decreasing the effects of 
the bacterial secondary invaders. Paregoric and 
belladonna preparations are of service in this re- 
gard. Dietary considerations are not related to the 
bacterial picture except that, undoubtedly, some 
bacterial strays picked up by culture are from in- 
gested food and not from colonic lesions. This 
may possibly happen even with B. dysenteriae at 
times, especially in the presence of decreased gas- 
tric acidity. 

IN CONCLUSION 


1. Chronic ulcerative colitis is divisible into sev- 
eral groups: 

(a) Cases due to chronic bacillary dysentery or 
where B. dysenteriae furnishes the opportunity 
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for other bacteria to invade the colon, or where 
B. dysenteriae is itself a secondary invader. 


(b) Cases preceded or accompanied by amebi- 
asis. In these, secondary bacterial invasion is in- 
variable and must receive separate and additional 
consideration in treatment. 


(c) Cases associated with numerous and con- 
stantly present hemolytic streptococci, especially of 
the Beta type. These, too, are probably secondary 
infections. 


(d) A large residuum of cases, which indeed 
may yet prove to include all above, in which a pri- 
mary biologic damage has been done to the colon, 
most likely by a food deficiency (as in B-G com- 
plex), by congenital conditions which are poorly, 
if it all, understood, or by a preceding severe in- 
fection as with Endameda histolytica or B. dysen- 
teriae. Secondary to this primary damage the 
colonic wall is invaded by a heterogenous mixture 
of bacteria, both harmless and pathogenic, whose 
selection depends on what is available in the con- 
tiguous colonic lumen. 


2. From this study, conclusions are drawn as 
to the difficulty of prognosis in the individual case, 
and the consequent difficulty of planning specific 
or adequate treatment. 

350 Post Street. 
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DISCUSSION 


LeRoy Brooxs, M.D. (2000 Van Ness Avenue, San 
Francisco).—The excellent discourse by Doctor Reed has 
demonstrated that the etiology of chronic ulcerative colitis 
is still unknown. He has also equally clearly indicated that 
the choice of treatment of this weird malady is shrouded in 
mystery. The extensive review of the bacteriologic studies 
on the subject makes it unnecessary for me to attempt fur- 
ther superfluous discussion on this aspect of the problem. 
There is, however, an increasing amount of evidence which 
points toward an anaerobic infection of the bowel wall. 


I have been deeply interested in the surgical treatment 
of these miserable people. It has been my experience that 
when the surgeon sees a patient with chronic ulcerative 
colitis the disease has resulted in destruction of the colon 
and there has been definite injury to the vital organs, as a 
result of the prolonged sepsis and starvation. This is no 
fault of the medical man, but due to the uncertain course 
of a disease from which a patient may recover or go on 
to advanced stages as we all know them. 

Recently, while in New York, I was fortunate to be 
able to attend a symposium on the subject of colitis at the 
Bellevue Hospital, starting at 9 a. m., lasting all day, and 
ending with a discussion at the New York Academy of 
Medicine in the evening. The discussions covered all phases 
of the subject, including bacteriologic studies, vaccines, 
vitamin deficiencies, etc., and pointed clearly to the in- 
adequacy of any form of treatment in the light of our 
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present knowledge. I attended these sessions with interro- 
gated anticipation of learning some criteria as a guide in 
making a decision as to when surgery was or was not indi- 
cated. I regret to state that no definite criteria concerning 
an earlier surgical attack came forth. Each case must be 
decided on its own merits ; and since the surgical treatment 
is only a makeshift at its best, and the course of the dis- 
ease is so varied, it is but natural that surgery is resorted 
to only in advanced stages of the disease. 


I have grave doubts as to the permanent curative value 
of ileostomy, because who can say that the occasional case 
of colitis that clears up with ileostomy, and remains healed 
after subsequent closure of the fistula, was idiopathic colitis 
from the beginning. The clinical course and frequent x-ray 
studies of the colon, by injection of air and barium enemas 
and proctoscopic examinations, furnish the clinician with 
the most definite guide as to the type of treatment required. 
When the mucous membrane of the rectum and sigmoid is 
destroyed, as seen by the proctoscopic examination, and the 
haustral markings of the upper colon are obliterated, in 
all probability a colectomy will have to be done. It would 
be highly preferable, however, to do the surgery earlier 
before the long period of sepsis had occurred, if we had 
any way of being certain as to which case would ultimately 
require radical surgery. 

Once colectomy becomes a necessity, an ileostomy must 
be done as the first step of the operation. This then can 
be followed by the removal of the colon in two or more 
stages, as the patient’s condition will permit. It is impor- 
tant to keep in mind that patients who have had prolonged 
sepsis stand major surgical procedures poorly ; and when 
in doubt, one should adapt the most conservative method of 
multiple-stage operations with adequate supportive pre- 
and postoperative treatment. 


For the permanent ileostomy I prefer to bring the ileum 
through the right rectus muscle in a zigzag fashion for 
better control. If the ileostomy is made just below the level 
of the umbilicus, the bag will be more comfortable and 
give better protection from leakage than if the opening is 
placed too close to the iliac crest. 


& 


Jesse L. Carr, M.D. (384 Post Street, San Francisco). 
A discussion of a paper as complete as Doctor Reed’s can 
hardly add anything new or anything uncovered in the 
assignment Doctor Reed has given himself. There is left 
only one possible phase to discuss, and that is the cytologic 
change in bowels affected; and in following these changes 
through a number of cases, both of Doctor Reed’s and cases 
from other sources, it seems pathologically evident that 
not only clinically, but in a tissue sense as well, ulcera- 
tive colitis is a progressive disease not due to any single 
organism, and not due to any single cytologic change. For 
instance, in the acute cases where death sometimes occurs 
and the pathologist has an opportunity to observe the tissue 
damage, the lesion is superficial, involving the mucosa and, 
to a lesser extent, the submucosa and muscularis mucosa. 
There is, of course, a break in the continuity of the mucous 
lining, ulceration, infection, infiltration of inflammatory 
elements, edema, and a large amount of congestion. As the 
disease progresses, however, from the initial phase of in- 
jury, both exudative and proliferative changes occur in the 
deep layers of the bowel, extending entirely through the 
muscle. At this time, because of the location of the lesion, 
the habit of growth of the organisms, causing the reaction, 
must also change. For instance, while cultures of the early 
lesion on the surface of the mucosa are often those grow- 
ing best under aerobic conditions, cultures taken deep in 
the bowel wall rarely grow under proper aerobic technique, 
but require either a partial tension or an anaerobic habitat. 
Either the organisms causing the initial lesion become 
facultative or the entire bacterial flora changes. In study- 
ing cultures and bacterial stains of sections taken from 
various levels of the bowel, it scems that both of these 
things happen. Certainly, the tissue changes over a period 
of months follow a course as suggested by Doctor Reed, 
with a gradual transition of either the requirements of a 
single organism or the injection of a new type into an 
already existing disease to provide the cytologic changes 
found in these cases. 
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REMEDIES OTHER THAN “RUBILA” 


[N addition to rubila, Winthrop used niter (sodium 
or potassium nitrate, which he gave in doses of 
twenty to thirty grains and three grains to in- 
fants), iron, sulphur, calomel, rhubarb, guaiacum, 
jalap, horse radish, anodyne mithradate, coral in 
powdered form, amber, and electuary of milli- 
pedese. He also prescribed elder, elecampane, 
anise, wormwood, and unicorn’s horn. Guaiacum 
is a resin of the wood of a West Indies tree and 
has diaphoretic and stimulant qualities. Jalap is a 
very strong cathartic named in honor of Jalapa, the 
Mexican town from which it was brought. Amber 
is the oil from the fossil resin of a northern Euro- 
pean pine, and is an antispasmodic stimulant. To 
explain the electuary of millipedese we quote from 
an old medical dictionary: “For very obstinate 
jaundice: the expressed juice of 40 or 50 living 
millepeds given in a milk drink.” Unicorn’s horn 
was popularly considered one of the most marvel- 
ous of remedies. In reality, it was the tusk of a 
marine mammal inhabiting the northern waters and 
was known as the sea unicorn or narwhal. It was 
considered an effective antidote for poisons of all 
kinds, the bites of snakes, various fevers, and the 
plague. 

Medical acumen, it would seem, was the common 
lot of the Winthrop family. Wait wrote to his 
brother, Fitz John, that he knew of “no better anti- 
dote in feavers than the black powder, niter, snake- 
weed, lignum vitae, white cordiall powder, unicorn 
horn, all of which you know the use of.” “Mix the 
snakewood and lig. vitae with niter to take in the 
morning ; mix fower graines apiece of coral, oculi 
cancorum, and ivory to be taken at any time; thre 
or fower $raines of unicorn’s horn mixt with the 
black powder at night; but remember that rubila 
be taken at the beginning of any illness.” If taken 
at “the very beginning of it, must needs abate much 
of the malignitye of it, and so render it less 
dangerous.” 


Sir Kenelm Digby wrote to Winthrop in 1656 
of one of his own medicines: “In the mean time 
let me tell you of an easy medicine of mine owne 
that I have seene do miraculous cures in all sorts 
of vicers and in mending soddainly broken bones 
wch I conceive it doth by carrying awaye by vrine 


j A Twenty-Five Years Ago column, made up of excerpts 
from the official journal of the California Medical As- 
sociation of twenty-five years ago, is printed in each issue 
of CALIFORNIA AND WESTERN MEDICINE. The column is one 
of the regular features of the Miscellany department, and 
its page number will be found on the front cover. 


* From the Department of History, Stanford University. 

The author prepared this essay a number of years ago 
when he was an undergraduate. The friendly interest of 
an esteemed colleague in the Stanford Medical School has 
induced him to overcome his hesitations and offer the study 
to a wider circle of readers. 


**Parts I and II were published in the issues of CALI- 
FORNIA AND WESTERN MEDICINE for May, 1939, page 355, and 
June, page 415. 
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the ichorous matter that infesteth such maladies ; 
and then nature healeth and knitteth apace, when 
nothing hindereth her. It is this: 


Beate to a subtile pouder one ounce of Crabbes eyes (in 
latin oculi cancorum) then put upon it in a high glasse 
(because of the ebullition) fore ounces of a strong vinegar. 
It will instantly boyle up, extremely : let it stand till all be 
quiett—then strain it through a fine linon—and if this 
liquor (wch will taste like dead beere without any sharp- 
ness) give two spoonfuls att a time to drink three times: 
and you shall see a strange effect, in a weeke or two.” 


Still another remedy of Digby’s was as follows: 


Pare the patients nayles when the fitt is coming on; and 
put the parings into a little bagge of fine linon or sarsenet ; 
and tye that about a live eeles neck, in a tubbe of water. 
The eele will dye, and the patient will recover. And if a 
dog or hog eate that eele, they also will dye. 


He claimed to have had “infallible successe” 
with it. 

This following remedy was taken from the note- 
book of John Wadsworth, Duxbury: 


This Receipt cost me fifty pounds by count, and I pray 
yt you would not expose the same without good fee: this 
for a canser proves exelant, and if in time applied will cure 
a canser humor. Take 3 frogs and put ym into a deep 
airthen Basen and power upon them as much swete oyel as 
will cover them, put ym into a hot oven and let ym stand 
a quarter of an houre, then turn off the remaining oyel and 
dip two in it and apply to the canser: and for a plaster you 
must take the yolkes of 2 eggs, Burnt Allow 1 oz. Boal 
Armonick, 1 oz. Bay salt one half oz. Bruze all to a fine 
pouder and mix up with yr yolkes of eggs and apply in 
form of a plaster to the sore every 3rd day. Give a portion 
of a spoon of salts to cool the hete of the Blood; this 
alwaies will carry off a canser humor if timely applied: 
the person must make them constant Drink canser root 
tea.... We may att sartain times apply a tode cutt in two 
to the wound two or three times a week the nature of yr 
tode is such yt will draw out the sharp hot canserous and 
pysonous and if you proseded in this manner you may cure 
any canser. 


WHAT ENDICOTT WROTE TO WINTHROP 


The following letter from John Endicott to 
Winthrop indicates some of the substances used 
in common practice and, in the last sentence, gives 
a delightful confession well appreciated, perhaps, 
by modern physicians : 

Worthie Sir—I ame sorrie to heare of your affliction in 
this visitation of God; though you know that whom he 
loveth he chastiseth. Let that comfort you, etc. 

I have sent you of all I have, or what I can gett; viz 
Syrup of Violetts, Sirrup or Roses, Spirits of Mint, Spirits 
of Annis, as you may see written upon the several vials, 
I have sent Mrs. Beggarly her unicorns horne, & Beza 
stone I had of Mr. Humfry, who is sorry also for your 
exercise. I have sent you a Be(z) oar stone, & mugwart 
& organgie, if you should have need of it. They are both 
good in this case of your wife, & also I have sent you some 
Galingall root. Mrs. Beggarly knows the vse of it. If the 
fitt of the mother come verie violently, as you write, there 
is nothing better to suppresse the rising of it than sneezing ; 
a little pouder of tobacco taken in her nose, I think is better 
than Helibore. If I knew how or which way in this case 
to do her good, I would, with all my heart, and would now 
have come to you, but I ame altogether vnskillful in theise 
cases of women. 


TOBACCO IN EPILEPSY 


Relative to the use of tobacco as a cure for 
“fitts,’” Roger Williams, founder of Rhode Island, 
wrote of his son, who was “troubled with a spice 
of epilepsie” : “We used some remedies, but it hath 
pleased God by taking of tobacco perfectly (as we 
hope) to cure him.” 
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JOHN JOSSELYN’S SUGGESTIONS 


While they undoubtedly represent for the most 
part the products of an uncritical, unprofessional 
mind, some of the remedies of John Josselyn indi- 
cate the extent to which the Doctrine of Signatures 
had a hold on the unsuspecting popular mind of the 
time. Josselyn made two voyages to New England, 
in 1672 and 1674, and though he describes the sun 
and almost everything under it on the American 
side of the Atlantic, his incessant references to 
numerous healing concoctions betray a keen interest 
in practical therapy. From his suggestions the fol- 
lowing are selected at random: 


The bark thereof [the pine tree] is good for Ulcers in 
tender persons that refuse sharp medicines. The inner bark 
of a young board-pine cut small and stampt and boiled in 
a Gallon of water is a very sovereign medicine for burn 
or scald, washing the sore with some of the decoction, and 
then laying on the bark stampt very soft; or for frozen 
limbs, to take out the sore and to heal them, take the bark 
of Board-pine-tree, cut it small and stamp it and boil it in 
a gallon of water of Gelley, wash the sore with the liquor, 
stamp the bark again till it be very soft and bind it on. 
The Turpentine is excellent to heal wounds and cuts, and 
hath all the properties of Venice Turpentine, the Rosen is 
as good as Frankincense, and the powder of the dryed 
leaves generateth flesh; the distilled water of the green 
cones taketh away wrinkles in the face being laid on with 
Cloths. 


For the “Firr-Tree” he claims : 
The leaves or Cones boiled in Beer good for Scurvie. 


The young buds are excellent to put into Epithemes for 
Warts and Corns... . 


Josselyn continues : 


Alder, of which wood there is abundance in the wet 
swamps: the bark thereof with the yolk of an Egg is good 
for a strain; an Indian bruising of his knee, chew’d the 
bark of Alder fasting and laid it to, which quickly helped 
him. The wives of our West-Countrey English made a 
drink with the seeds of Alder, giving it to their Children 
troubled with Alloes. Have talk’d with many of them, but 
could never apprehend what disease it should be they so 
named. ... 

The leaves of Sarsaparilla ... pounded with Hogs grease 
and boiled to an ungent, is excellent in the curing of wounds. 

A neighbor of mine in Hay-time, having overheat him- 
self, and melted his grease, with striving to outmowe an- 
other man, fell dangerously sick, not being able to turn 
himself in his bed, his stomach gon, and his heart fainting 
ever and anon; to whom I administered the decoction of 
Avens-Roots and leaves in water and wine, sweetning it 
with Syrup of Clove-Gilliflowers, in one weeks time it 
recovered him, so that he was able to perform his daily 
work. 

Glass-wort, a little quantity of this plant you may take 
for the Dropsie, but be very careful that you take not too 
much, for it worketh impetuously. 

I will finish this part of my relation concerning plants, 
with an admirable plant for the curing and taking away of 
Corns, which many times sore troubleth the Traveller: it 
is not above a handful high; the little branches are woodie, 
the leaves like the leaves of a Box, but broader and much 
thicker, hard and of a deep grass-green colour ; this bruised 
or champt in the mouth and laid upon the Corn will take 
it away clean in one night. 


RACOONS, BEARS, AND OTHER ANIMALS: 
THEIR PLACE IN THERAPY 


After reading the preceding remedies, it is not 
surprising to find therapeutical value latent in the 
bodies of many of the indigenous beasts. “The 
Racoon or Rattoon is of two sorts, gray Rattoons 
and black Rattoons, ther grease is soveraign for 
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wounds with bruises, aches, streins, bruises ; and to 
anoint after broken bones and dislocations.” 

The bears, also, make their contribution. “Ther 
grease is very soveraign. One Mr. Purchase cured 
himself of the Sciatica with Bears-grease, keeping 
some of it continually in his groine. It is good for 
swell’d cheecks upon cold, for Rupture, for the 
hands in winter, for limbs taken suddenly with 
Sciatica, Gout, or other diseases that cannot stand 
upright or go, bed-rid. . . . 

“The fat of a Rattle-snake is very Soveraign 
for frozen limbs, bruises, lameness by falls, Aches, 
Sprains. The heart of a Rattle-snake dried and 
pulverized and drunk with wine or beer is an ap- 
proved remedy against the biting and venome of 
a Rattle-snake. Their skins likewise worn as a 
Gerter is an excellent remedie against the cramp. 

“T was taught by a Barbary Negro a medicine 
which before I proceed any further I will impart 
unto you, and that was for a swelling under the 
throat. Take Goats hair and clay and boil them in 
a fair water to a poultis, and apply it very warm. 

“For falling off of the hair occasioned by the 
coldness of the climate, and to make it curl, take 
the strong watter called Rhum and wash or bath 
your head therewith; it is an admirable remedie.” 


EMPIRICAL REMEDIES 


By the middle of the eighteenth century there 
was a decided shift toward an empirical basis for 
treatment. For example, during the yellow fever 
epidemic in Philadelphia in 1741, Doctor Kearsley 
found that the best treatment was the free use of 
saline purgatives; he then based his treatment on 
thorough purging with Glauber’s salts, and sus- 
taining the patient with cordials or wine, together 
with “‘an antiemetic, composed of tartar vitriolat 
gr x, and a half or whole drop of ol, cinnamon 
every four hours, and a spoonful of a strong de- 
coction of snakeroot every two hours” ; but he did 
not use much Peruvian Bark (quinine), for fear 
of irritating the stomach too much. 


HOW CONTAGION WAS OVERCOME 


To prevent contagion Doctor Kearsley kept a 
bowl of vinegar in the room of the patient and 
“a hot iron sometimes therein,”’ and before attend- 
ing the case would dip his hands into the vinegar 
and rub his face with it. Concerning it, he says: 
“This was the chief preventive or preservative I 
used, besides great temperance, avoiding to visit 
patients fasting if possible, and keeping tobacco in 
my mouth while in the sickroom, not from any 
expectation of benefit from any quality in the 
tobacco, except that of preventing my swallowing 
my saliva. This method I found better than a con- 
stant use of preservatives, which after a little time 
I perceived to affect my mind with such fears as I 
thought were likely to render me more susceptible 
of infection than the omission of them, and so dis- 
carded them and went fearless tho’ thoughtless 
wherever called, and I thank God have been pre- 
served harmless from such ills to this day.” 


PREVENTION OF YELLOW FEVER 


For general precautions against yellow fever the 
people built fires in the streets to purify the air and 
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took all conceivable cares. Concerning the situ- 
ation, Packard quotes from Matthew Carey’s de- 
scription as follows: “Most of those who could by 
any means make it convenient, fled from the city. 
Of those who remained, many shut themselves up 
in their houses, being afraid to walk in the streets. 
The smoke of tobacco being regarded as a pre- 
ventive, many persons, even women and small boys, 
had segars almost constantly in their mouths. 
Others, placing full confidence in garlic, chewed it 
almost the whole day ; some kept it in their pockets 
and shoes.” 


‘“AGUE AND FEVER” IN THE SOUTHERN STATES 


The practitioners of Virginia and the other 
southern colonies were as ready and willing as 
their northern colleagues to give large doses of a 
choice assortment of medicines upon the slightest 
provocation. The conventional course followed in 
the case of the most common disease of the coun- 
try, ague and fever, was to prescribe first several 
spoonsful of crocus metallorum, a favorite Vir- 
ginia remedy imported from England; then, as a 
cathartic, fifteen to twenty grains of that “impetu- 
ous” rosin of jalap; this was followed by Venice 
treacle, powder of snakeroot, a native medicament, 
or Gascoin’s powder. This last medicine was called 
“the compound powder of calcined crab’s claws,” 
but it is doubtful that it really was a literal crab’s 
claw preparation. Powders, ointments, plasters, 
and oils were among the medicines most generally 
used. 

OVERUSE OF MEDICINES 


In New York the unstinted giving of medicines 
was as notorious as elsewhere. Some sources avail- 
able relating to diphtheria cases in 1755 and later, 
show frightful abuses of children. Opium, mer- 
cury, antimony, emetics, blisters, and blood-letting 
were prescribed just as readily as for adults. 
Doctor Bard, a reputable physician, gave from 
thirty to forty grains of calomel in five or six 
days to a child of three or four years. Dr. Peter 
Middleton recommended “free juglar venescation, 
a blister over the throat from ear to ear, and other 
evacuants as they are indicated.” In desperate 
cases Doctor Bayley recommended “repeated bleed- 
ing ad deliquium from the juglars, the free use 
of tartar emetic and other evacuants, with a large 
blister covering the larynx.” Doctor Stearns, who 
later founded the New York Academy of Medi- 
cine, used “calomel, cerated glass of antimony, and 
seneca.” The first two were always combined in 
very large doses and repeated every six or eight 
hours until they completed the cure. 


SURGICAL RECORDS OF THE COLONIAL PERIOD 


The surgical records of the colonies are frag- 
mentary. But occasional references well confirm 
the supposition that the status of surgery at the 
time when the barber-surgeon was still a familiar 
institution was very low. In the earliest days of 
the colonies, most of the representatives of that 
class came to America as ship surgeons and were, 
necessarily, characterized by instability and in- 
competence. But as pioneer posts grew into co- 
lonial towns, the “chirurgeons” were, of course, 
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of an increasingly higher order until, by the middle 
of the eighteenth century, students were return- 
ing from Europe with the best training the Conti- 
nent afforded. 

An amusing reference to surgery is to be found 
in the transactions of the Maryland General Court. 
In 1643 Thomas Hebden demanded “210 Ibs. tob. 
[tobacco] of Eds. Hall, due for accot of chirur- 
gery of his man’s legg and diett per 9 weeks.”’ In 
a later record it is discovered that it was Hebden’s 
wife who “did chirurgery upon the legg of John 
Greenwell, the man servt of Said Ed. Hall, & did 
diett him for 7 weeks, or thereabouts.” 


FIRST AMPUTATION PERFORMED IN 
PENNSYLVANIA 


From the journal of Thomas Story we take the 
account of the first amputation performed in Penn- 
sylvania. One can but hope that it was not typical. 
In honor of William Penn’s second visit to the 
colony a salute of welcome was fired, but a young 
man who was standing in the way got his arm so 
severely injured that an operation was “resolv’d 
upon by Dr. Griffith Owen (a friend), the Surgeon, 
and some other skillful persons present, which ac- 
cording was done without delay. But as the arm 
was cut off, some Spirits in the Bason happened 
to take Fire, and being spilt upon the Surgeon’s 
Aprin, set his Cloaths on fire; and there being a 
great crowd of Spectators, some of them in the 
Way, and in Danger of being scalded, as the Sur- 
geon himself was upon the Hands and Face; but 
running into the street the Fire was quenched ; and 


so quick was he that the patient lost not very much 
blood, though left in the open bleeding condition.” 


LATER OPERATIVE PROCEDURES 


With the development of more accurate anatomi- 
cal information and accuracy of diagnosis, the sur- 
geons attempted major operations more often, and 
some of them gained fame for abdominal incisions, 
removing stones, and cesarean sections. However, 
with the lack of anesthetics and the commonest 
notions of sanitary precautions against infections, 
the story of early surgery is largely a morbid ac- 
count of pain and futile suffering. 


BLOOD-LETTING 


Perhaps most of the surgical work was in that 
now curious practice of blood-letting, or phle- 
botomy. Coming from an unknown origin in an- 
tiquity, for two thousand years it was used for 
healing. Hippocrates believed in it, drawing blood 
from the legs, arms, forehead, and under the 
tongue, but he left no directions for the amount 
of blood to be drawn. After him grave successors 
indulged in many questions about where to bleed 
and how much should be let, but, seemingly, it did 
not suggest itself to them to question its efficacy. 

The immediate results of drawing blood, they 
believed, were caused by the rapidity of withdrawal 
and the after-effects determined by the quantity 
withdrawn. Nutrition, it was agreed, was markedly 
improved ; when blood was let carefully, appetite 
and digestion were stimulated, The circulation was 
calmed by small and frequent bleedings, and this 
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favored the deposition of fat. Sensibilities were 
increased and the brain was not impaired, though 
it was considered “highly necessary to attend to the 
state of mind and feelings of the patient,” and “in 
persons of a timid disposition, the bare proposal 
of the operation of bleeding or even expectation of 
it, will sometimes occasion such general disorder 
of the system and in the pulse more especially, as 
may lead us to form an erroneous opinion as to the 
existing malady and its treatment.” 


Clutterbuck, in a lecture on blood-letting, said : 
“In regard to its curative powers, blood-letting is 
capable of removing, with more or less facility, 
though never perhaps with absolute certainty, a 
great number of diseases, which but for its aid, 
would endanger or destroy life, and which cannot 
be effectually combated by other means.” 

Blood-letting was employed to overcome diseases 
in several ways, by merely reducing the mass of 
the blood, by a general weakening of the system, 
and, lastly, as a sedative to diminish vascular activ- 
ity and excitement, Reducing the mass of the blood 
was used to combat that situation regarded as influ- 
ential in the beginning of a disease, regardless of 
what it was, called Plethora. This morbid condition 
was thought to be due to an excess of red corpus- 
cles. The second theory aimed at a condition called 
sthenic, characterized by excessive action of the 
vital processes, by weakening the system. In a 
fever and excitement, blood was drawn for its seda- 
tive effect. 

It was generally considered that in a moderate 
operation from eight to twelve ounces of blood 
should be drawn. The loss of 16 or 20 ounces was 
a large bleeding. However, practice often ex- 
ceeded the theoretical prescriptions. Doctor Rush 
of Philadelphia took 90 ounces of blood from his 
friend, Doctor Dewees, “with advantage.’’ He also 
took 80 ounces within a few hours from a delicate 
young woman approaching the end of pregnancy. 
From a similar patient he took 120 ounces within 
five or six hours, and twenty more the day follow- 
ing. The patient recovered, but was blind for a 
fortnight and did not completely regain sight for 
six months. And, too, there is the story of an 
emaciated, diabetic boy, from whom 209 ounces— 
13 pounds—of blood were taken at twelve suc- 
cessive bleedings in the course of fifty-one days. 
No doubt equally amazing accounts could be recited 
indefinitely, but from them one wishes to turn in 
a spirit of thankfulness that, after two thousand 
years or more, the world has learned better. 


IN CONCLUSION 


Medicine, then, in Colonial America was far 
from the science of today. Ranging from the sheer- 
est absurdities to the chance findings of trial and 
error, the remedies and treatments of the epoch 
present a pathetically crude array of things for the 
relief of human ills. Yet, all in all, with its igno- 
rance and its frauds, medicine in Colonial America 
was an attempt to minister to the needs of the 
suffering ; and even though we have outgrown it, we 
can well look backward with interest and sympathy. 

Department of History, Stanford University. 
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CLINICAL NOTES AND CASE 


REPORTS 


—— 


COMPLETE EXTERNAL DISLOCATION OF THE 
ASTRAGALUS BONE 


By M. C. Cottrins, M.D. 
AND 
J. L. Cottins, M.D. 
Turlock 


OMPLETE external dislocation of the as- 
tragalus bone is seldom encountered and, when 
it does occur, satisfactory healing is rare. Conse- 
quently, few reports concerning this condition are 
to be found in the current literature. Reports indi- 
cate that the completely detached astragalus has 
been boiled, treated with antiseptics, or simply re- 
placed without the foregoing procedures. However, 
this has resulted in either infection or a gradual 
absorption of the bone. At the present time, should 
it occur as above, it is considered better judgment 
not to replace the detached bone, but to do a sub- 
astragaloid arthrodesis with the distal end of the 
tibia and fibula. This procedure would decrease the 
incidence of infection and shorten the period of dis- 
ability, as such an arthrodesis has invariably been 
required before completion of the case. 

The blood supply to the tarsal bones is notably 
very poor. It was unusual that absorption did not 
take place in the following case. 


REPORT OF CASE 


V. H., a white male, twenty-one years of age, was ad- 
mitted to the Collins Hospital on August 7, 1937, within 
one-half hour following an automobile accident. Examina- 
tion revealed an old amputation just below the left knee; a 
comminuted fracture of the left femur at the junction of 
its upper and middle one-third ; and the right astragalus was 
lying beneath the sock on the right foot attached to the 
structures of the foot by a shred of ligament approximately 
three millimeters in diameter at its anterior surface. An 
x-ray examination (Figure 1) further revealed some crush- 
ing of the posterior inferior border of the distal end of the 
tibia, and of the posterior border of the superior articular 
surface of the calcaneus. The injured man had been oper- 
ating the vehicle, and when the impact occurred the foot 
was forcibly inverted. The force of impact was transmitted 
down the straight leg to this inverted ankle. The skin, 
subcutaneous tissue and ligaments had parted, leaving a 
34-inch laceration just distal to the lateral mallealus, while 
the astragalus had been “popped out” like a pea from a 
pod. The foot then assumed the normal position, which ap- 
proximated the lacerated edges, leaving the astragalus lying 
between the skin and the sock (Figure 1). Treatment con- 


Fig. 1—Anteroposterior and lateral views of right foot, 
taken on August 7, 1937, and showing externally dislocated 
astragalus bone. 
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Fig. 2.—Anteroposterior and lateral views, taken immedi- 
ately after replacement of dislocated astragalus bone on 
August 7, 1937. 


sisted of cleansing the skin with soap and water, painting 
with tincture of merthiolate, debriding the skin edges, irri- 
gating the cavity left by the extruded astragalus, and flush- 
ing the astragalus itself with 1/2000 bichlorid of mercury 
solution, forcibly inverting the foot and replacing the 
astragalus, and closing the laceration with mattress sutures 
of dermal. No buried sutures were used. The extremity 
was then placed in a posterior molded plaster of Paris 
splint, with the foot and ankle in the neutral position 
(Figure 2). The fracture of the left femur was treated 
by means of skeletal traction. Some 1500 units of tetanus 
antitoxin were administered. On August 24, 1937, the 
sutures were removed from the right foot. Healing of the 
wound was complete, except for a superficial sloughing of 
the skin at the suture line. This healed in a few days, with 
dressings of zinc oxid ointment. On September 10, 1937, 
active movement of the right ankle was initiated, and on 
September 14, 1937, the patient was transferred to the 
county hospital for further care. The injured person 
visited our office on November 15, 1937, using crutches, 
which he discarded a few days later. The left femur had 
healed. The right foot and ankle were swelling a little each 
evening, and caused him a little pain laterally when he 
bore the weight of the body on the ball of the foot with 
the leg extended as in walking. Movements of the ankle- 
joint proper were slightly limited at the extremes of the 
movements, and there was no perceptible movement at the 
astragalo-calcaneal junction. X-ray showed a normal tibio- 
fibular-astragulus joint, but there was an ankylosis at the 
astragalo-calcaneal articulation. Reéxamination on April 9, 
1938, revealed the same x-ray findings (Figure 3) and the 
foot or ankle neither pained him nor caused him any dis- 


omfort. 
— SUMMARY 


A complete external dislocation of the astragalus 
bone with replacement and with satisfactory result 
is here reported. 

Crane and Center Streets. 


Fig. 3.—Anteroposterior and lateral views, taken on April 
9, 1938, showing end-result. 








BEDSIDE MEDICINE FOR BEDSIDE DOCTORS 


An Open Forum for brief discussions of the workaday problems of the bedside doctor. Suggestions of subjects 
for discussions invited. 





CORONARY THROMBOSIS 
I. SYMPTOMS AND DIAGNOSIS 


R. Manninc Crarke, M. D. (1219 Hollings- 
worth Building, Los Angeles).—To set coronary 
thrombosis aside, entirely by itself, is really an 
arbitrary thing. It should be considered only as 
one stage of coronary disease. In this manner do 
we best get the broad viewpoint that we should 
have regarding it? This point, I believe, has been 
recognized and emphasized by most cardiologists. 
In fact, myocardial infarction may assume so many 
different clinical pictures that it is difficult some- 
times to recognize. This makes it much safer for 
us to study coronary disease as a whole than to 
think of it only in terms of coronary thrombosis. 
J. B. Herrick, one of the pioneers in this subject, 
writing in the Journal of the American Medical 
Association in 1912, said: 

No simple picture of the condition can, therefore, be 
drawn. All attempts at dividing these clinical manifesta- 
tions into groups must be artificial and more or less im- 
perfect. Yet such an attempt is not without value, as it 
enables one to better understand the gravity of an obstruc- 
tive accident, to differentiate it from other conditions pre- 
senting somewhat similar symptoms, and to employ a more 


rational therapy that may, to a slight extent at least, be 
more efficient. 


It would not be possible for me to find words as 
suitable as these to describe the situation as well. 


Pain.—Pain probably heads the list as the most 


important and cardinal symptom, It is strictly an 
anginal type of pain. It is substernal, precordial, 
and has the classical anginal distribution. It may 
go down into the upper abdomen, simulating upper 
abdominal disease such as gall-bladder, perforated 
ulcer, acute pancreatitis, etc. It is transmitted up 
into the neck, the shoulders, the arms, the ring and 
little fingers. The character of this pain is a crush- 
ing, squeezing, oppressive type of pain, and one 
that is most difficult to bear. 

The absence of pain must not mislead one, for 
many cases of coronary thrombosis occur in which 
there is no pain experienced by the patient. When 
a full-sized vessel without previous narrowing is 
abruptly thrombosed, pain is usually very severe; 
but when a vessel that has been narrowing over a 
long period of time becomes finally occluded, the 
shock symptoms are very much less, and the pain 
may be entirely absent. The history of these pa- 
tients usually shows previous anginal type of pain. 
It has been, however, relieved by the nitrites and 
usually lasts only a few short minutes, whereas the 
pain of coronary thrombosis lasts from several 
hours to several days. 

Dyspnea.—Dyspnea is a prominent symptom. 
There are those who believe it to be more common 
than pain. However that may be, it is due to the 
inability of the left ventricle to meet the systemic 
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needs. This condition occurs usually in a patient 
that is well up in the age bracket, and there may 
have been a myocardial insufficiency before the 
accident of coronary thrombosis. In any event, it 
is apt to be exaggerated after the infarction. 

It is very easy for coronary thrombosis patients 
to confuse dyspnea with substernal oppression and 
a peculiar type of pain or distress. Dyspnea may 
range all the way from a very slight affair to the 
terrific disturbance produced by cardiac asthma. 
Pain and dyspnea are probably the two most con- 
sistent symptoms. 


Congestive failure may dominate the picture 
completely, or it may be so slight as to show only 
in a few crepitant rales in the lung bases. 


Shock Symptoms.—The sudden onset of a large 
and massive infarct causes severe symptoms of 
shock. These symptoms are a very rapid, thready 
pulse, a drop in blood pressure, pallor, cold, clammy 
skin with heavy perspiration, cyanosis, fainting, 
nausea and vomiting. The size of the vessel oc- 
cluded and the size of the infarct seem to determine 
the degree of severity of the shock symptoms pre- 
senting themselves. 


Blood pressure is one of these dramatic symp- 
toms. If it has been low all along, it may remain 
what the patient may consider fairly normal. If it 
has been previously high, there is a marked drop. 
This drop is especially noticeable in the systolic 
pressure. There is at times a reactionary rise in 
pressure which occurs about the sixth week. This 
rise may become permanent and remain, but more 
commonly passes after one or two weeks’ duration. 


Palpitation.—Palpitation experienced by the pa- 
tient is usually due to ectopic beats. However, 
there may be any type of arrhythmia. This may be 
an auricular fibrillation, A-V block, paroxysmal 
ventricular tachycardia, auricular flutter, or ven- 
tricular tachycardia. Strange to say, however, pa- 
tients who are chronic fibrillators over a period of 
years are usually quite free from coronary throm- 
bosis. Arrhythmias may mean septal involvement 
and interference with the conduction system by the 
infarct. 


Embolic Symptoms.—lIf the infarct is large and 
covers sufficient area on the endocardial surface, a 
mural thrombus usually forms. It is very easy for 
emboli to break off from this and cause many symp- 
toms in different parts of the body. These may 
occur in the kidney, spleen, brain, or bowel. In the 
kidney they cause hematuria, albuminuria, and pain. 
In the brain they may cause transient aphasia, 
monoplegia, or even hemiplegia. Happily, the re- 
sults are fairly transient and, as compared with 
other things, if the patient gets by his coronary 
thrombosis, are seldom as damaging as they threat- 
ened to be in the beginning. 














July, 1939 





If the mural thrombus forms in the right side 
of the heart, pulmonary embolism may occur. It 
gives evidence of its presence by cough, hemoptysis, 
localized pain, rales, increased fever, and sometimes 
a pleuritis. It is often mistaken for a complication 
of pneumonia. 

Fever is rather a constant symptom. It seldom 
goes above 101 degrees, is usually less and, like 
most other symptoms, is dependent upon the size 
and severity of the infarction. 

Diagnosis —Careful history and physical exami- 
nation will make the diagnosis in most cases. Noth- 
ing can ever replace them in importance. Present 
tendencies lean too much toward reliance on labora- 
tory procedures and the neglect of the fine art of 
history taking, examination and diagnosis thereby. 

History —The history often reveals a cardio- 
vascular family tree filled with apoplexy, nephritis, 
coronary disease and other evidence of arterioscle- 
rosis. Professional types of individuals rank high 
in number, and angina pectoris has often been 
present for some time. Blood pressure may be at 
any point, but very often has been elevated. If on 
such a background one finds the sudden onset of 
substernal pain with anginal type of distribution, 
it is very significant. 

Examination.—The patient is usually vagatonic, 
broad-shouldered, with a high diaphragm and large 
muscles. This “gall-bladder type” of individual is 
more susceptible than any other. Blood pressure 
is usually down or falling rapidly. The pulse is fast 
and thready, and prostration much in evidence, 
with cold, clammy sweating. Cyanosis and dyspnea 
are quite universally present. Further common 
findings of decompensation are rales in lung bases, 
cough, enlarged and tender liver. Edema and com- 
plete failure are less common. 


It is possible to have coronary thrombosis with 
very little evidence elsewhere of arteriosclerosis, 
but usually the brachials will be beady, tortuous, 
and rigid. The eye grounds provide evidence of 
the same thing with indented A-V crossings, in- 
creased silver-wire appearance, and sometimes evi- 
dence of hemorrhage, either old or new. 

Pericardial friction rubs may be heard, provided 
occlusion is of the anterior type. Even then they 
are elusive and do not last long. 


Heart sounds become distant and soft as the 
blood pressure falls. Murmurs are notoriously ab- 
sent in these coronary hearts. A relative mitral 
murmur may occur as a result of dilatation. If the 
accident occurs in a heart previously damaged, say 
by a rheumatic infection, then of course its mur- 
murs persist. 


Laboratory Findings: 


Leukocytosis is a very valuable and helpful find- 
ing. Most commonly it runs around 12,000 to 
15,000, and is a polymorphonuclear type. In cases 
of massive infarct it may, however, go as high as 
30,000 and remain elevated for two weeks or well 
into the third week. 

The sedimentation rate is increased by all in- 
‘arctions any place in the body. However, its value 
is not equal to that of leukocytosis. One of the 
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reasons for this is that there are so many things 
that influence the sedimentation rate. 


Electrocardiogram. There are two main patterns 
in these tracings. Recent attempts have been made 
to set up other patterns of infarcts that do not occur 
in these electrical planes. Up to date they have not 
been too successful. These two patterns are the 
anterior and posterior types. They can be epito- 
mized as follows: 


Anterior Infarct—(Q,-T, type.) 
Left coronary—(Descending branch, usually apical). 
Lead I—Q develops. T high origin, later inversion. 
Lead III—ST down, T upright. 


Lead IV—F—Initial deflection negative. RS-T elevated. 
T inverted. 


Note: T inversion in all three leads and other variations 
from above classical statements usually mean multiple or 
massive infarction. 

Posterior Infarct—(Q,-T; type.) 


Right coronary—(Or circumflex branch left coronary. 
Usually basal.) 


Lead I—ST down, T upright. 


Lead III—Q develops. T high origin, later inversion. 
Lead IV—F—Normal. 


Differential Diagnosis —There are many things 
that can be confused with coronary thrombosis. In 
the main, however, there are two things: acute 
upper abdominal disease and angina pectoris. 

Acute upper abdominal disease is more apt to 
be found in a woman, and the age is younger. The 
brachial artery and eye grounds are less liable to 
show arteriosclerotic disease. It is seldom that its 
pain radiates very much above the diaphragm. 
The blood pressure usually remains unchanged or 
slightly elevated. Its abdominal rigidity is rarely 
equaled by coronary thrombosis. The leukocytosis 
is usually higher and develops more abruptly. 
There is no history of angina pectoris and no peri- 
cardial friction rub. 

In the past the common error has been mostly to 
diagnose coronary thrombosis as upper abdominal 
disease, and sometimes operating, thereby increas- 
ing the patient’s danger. Since the emphasis placed 
on thrombosis in recent years, this error is more 
commonly reversed. 

The occurrence of pain, especially after meals, 
in the upper abdomen of any patient of middle age 
or above, should direct the mind of the physician 
to the heart. Before decision is made or surgery 
performed, the heart should be carefully examined 
in a consideration of this possibility. 

The differentiation between angina pectoris and 
coronary thrombosis can become difficult, and the 
decision is an important one. In angina the pain 
is of short duration, usually lasting only a few 
minutes. It bears an etiologic relation to exercise 
or emotional upsets, especially if it occurs follow- 
ing a meal. It is relieved by rest and nitrites. Blood 
pressure is usually unchanged, and there is no 
leukocytosis or increased sedimentation rate. No 
fever occurs. The usual case will cause no trouble. 
It is the mild case whose pain is slight and whose 
shock symptoms are not marked that give the diag- 
nostic trouble. In such an event it is best to err 
on the safe side, and treat it as thrombosis tempo- 
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rarily until more time clears the picture. Fever, 
leukocytosis, and increased sedimentation rate are 
sometimes delayed. It is best not to be precipitous 
in deciding they are not present. There is no harm 
in holding decision in abeyance until a few days 
have gone by and at least two electrocardiographic 
tracings have been made. 


: > « 


II. PROGNOSIS 


Ernest H. Fatconer, M. D., 384 Post Street, 
San Francisco).—One cannot be guided by rules 
or by “certain signs and symptoms” in the prog- 
nosis of coronary thrombosis or coronary occlusion 
(more correct term). Let us say it is better to be 
gifted with prognostic acumen in approaching this 
difficult problem in the management of a case of 
coronary occlusion. The author is very conserva- 
tive in the matter of prognosis in this condition, 
having been wrong far more times than right; yet 
there has been a gradual tendency, with increased 
experience, to assume a more optimistic attitude, as 
recovery has been successively observed in patients 
severely ill. 

The question of electrocardiograms being of help 
in prognosis is open to doubt, unless serial tracings 
are taken over a two- or three-month period. As 
a rough index, prognosis is grave in those cases 
suspected of having sustained a large area of in- 
farction, as indicated by the severity of the attack, 
prolonged abnormal rise of temperature, and leuko- 
cytosis. These signs may not be present, as a re- 
cent patient seen by the author illustrates. This 
man had severe precordial pain and collapse, but 
no abnormal rise of temperature and no leuko- 
cytosis—no precordial friction. Autopsy showed 
a large area of myocardial infarction. Silverberg 
(Medical Journal of Australia, 1 :298-305, 1938) 
analyzed 335 cases of coronary occlusion: 65.4 per 
cent were between the fifth and seventh decade; 
133 are dead, 149 still living, 53 untraced. Death 
occurred within twenty-four hours in thirteen, 
three lived up to nine years after the attack, five 
survived eight to ten years since the initial attack. 
Silverberg believes one may visualize whether a 
small or large branch of a coronary artery is in- 
volved, from the rapidity of recovery from symp- 
toms of pain and collapse. He also feels that prog- 
nosis is more serious in the presence of cardiac 
hypertrophy and arteriosclerosis, also in cases with 
complicating general conditions, as bronchitis or 
renal disease. Other authors stress the presence of 
diabetes as of bad prognostic significance. Some 
writers consider the presence of angina pectoris, 
particularly if it precedes the coronary occlusion, 
as offering a slightly better outlook for recovery. 
Glendy, Levine, and White (Journal of the Ameri- 
can Medical Association, 109:1775-1781, 1937) 
find prognosis in early life, under forty, is better 
by two and one-half years of life than in the aver- 
age case of coronary thrombosis. In comparing 
coronary occlusion in youth and at all ages, the 
average period of survival is 4.3 years in the young 
group and 2.4 years in the latter group. 
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III, TREATMENT 


Wittram W. Newman, M.D. (450 Sutter 
Street, San Francisco ).—At the onset of an attack 
of acute coronary artery occlusion the immediate 
and often the very urgent problem is the relief of 
chest pain. Pain is the presenting symptom. It can 
almost be laid down as a rule that if there is no 
pain there is no occlusion; exceptions to this are 
sO very rare as to warrant viewing them with sus- 
picion. The pain is usually, though not always, 
sufficiently severe to cause the patient to take to his 
bed and summon his physician, and thus the attack 
constitutes one of the more common emergencies 
met with in the practice of cardiology. It may be 
difficult, if not impossible, to determine off-hand 
whether a given attack of pain is due to an un- 
usually prolonged attack of ordinary angina pectoris 
or to coronary obstruction. 


Faced with such a diagnostic problem it is our 
custom (theoretical objections notwithstanding) to 
immediately place a tablet of nitroglycerin, grains 
1/100th, under the patient’s tongue, provided only 
that his systolic blood pressure is not below 100. 
While observing the effect of this medication on 
the pain, we utilize the time in preparing a one- 
quarter grain of morphin sulphate for hypodermic 
administration. That not too much time be wasted 
in getting this ready, we find it well to carry a sterile 
Luer and needle in alcohol, and sterile distilled 
water in ampoules for dissolving the morphin. 
Within the five minutes that this preparation may 
require, the nitroglycerin may have completely re- 
lieved the pain, whereupon one may conclude that 
the attack was probably ordinary angina pectoris 
and not acute coronary artery occlusion. However, 
contrary to general belief, nitroglycerin may greatly 
ease, though it will rarely completely eliminate, the 
pain of acute coronary closure. Hence, if the nitro- 
glycerin has completely relieved the pain, one may 
administer a mild hypnotic, such as amytal or nem- 
butal—grains one and one-half, to allay restless- 
ness—and then leave, with the plan of returning 
as soon as reasonably convenient to investigate fur- 
ther (with electrocardiogram, sedimentation rate, 
leukocyte count, blood pressure, pulse, and tempera- 
ture determinations, etc.), the possibility that even 
though relieved by nitroglycerin the attack of pain 
was due to acute coronary artery occlusion. If 
further study reveals some such confirmatory evi- 
dence, one should enjoin a period of some six weeks’ 
rest in bed, though in these milder attacks one may 
be persuaded to “shade” this period somewhat be- 
cause of financial, business, or other exigencies. 


On the other hand, if the pain is not entirely 
relieved by the nitroglycerin, one should immedi- 
ately administer the morphin by hypodermic. Often 
this will result, within a half hour, in complete or 
nearly complete cessation of pain, the patient there- 
upon, perhaps with the aid of barbital,* dropping 
off to sleep. If this is not the case, one may now 
repeat the quarter of morphin, giving it this time 
(if the pain is still severe) intravenously. Unfortu- 
nately, it is not so very rare that even this second 
dose may seem to have little or no effect on the 


* A small dose, 
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agonizing pain, and the patient pleads pitifully for 
relief. One should, however, attempt to “stick it 
out” for forty to sixty minutes before giving the 
third morphin, as it seems to take about that long 
for the first two doses to cumulate and get in their 
full effect. Nevertheless, the third quarter and even 
a fourth, an hour or so later, may be required. 

Where pain is so severe as to require more than 
the first quarter of morphin for its relief, one has 
a gravely-ill patient to deal with, and other symp- 
toms, in addition to pain, manifest themselves 
and require attention. Nausea and often vomiting 
occur, but no attempt should be made to relieve 
them by washing out the stomach, giving enemas, 
cathartics, or alkaline draughts. When the pain is 
alleviated, the vomiting usually stops; if morphin 
seems to aggravate it, one may be forced to substi- 
tute dilaudid, grains 1/120th to 1/60th, while so- 
dium luminal, grains two, intramuscularly, seems 
to help nausea and aid rest. Shock, more or less 
profound, will probably develop. If it does not 
yield to the application of external heat and the 
administration of morphin, and the cold clammy 
sweat and small rapid pulse continue, caffein- 
sodium-benzoate, grains seven and one-half, may 
be given intramuscularly and may be repeated in 
an hour or so, particularly if the morphin has de- 
pressed the respiration, 7, e., it has dropped below 
ten per minute or has become periodic. When the 
pain and shock persist and, particularly if acute 
left heart failure threatens as evidenced by difficult 
breathing, rales in the lungs, and even the frothy 
expectoration of outspoken pulmonary edema, it is 
well to place the patient in an oxygen tent and to 
keep him there, perhaps for several days. 

This is as far as we like to go with active therapy 
during these first few hours of the attack. We are 
well satisfied if only we can keep the patient com- 
fortable and we do nothing except that which will 
aid toward that end. We do not give digitalis at 
this time, except in those rare cases which develop 
auricular fibrillation. We make no attempt to raise 
the blood pressure. We give by mouth only small 
amounts of liquids, unless nausea precludes even 
this. We pay no attention to the bowels for the 
first twenty-four hours; the next day we may give 
an enema or colon flush. If the bed pan proves in- 
tolerable, a bedside commode, after a day or two, 
may be easier on the patient. If all goes well after 
twenty-four hours a soft, and later a more general 
diet may be allowed; but for a while the patient 
should be spoon-fed and otherwise spared all un- 
necessary exertion by the best nursing care the 
patient can afford. 


We do not administer quinidin routinely as a 
prophylaxis against the occurrence of ventricular 
tachycardia, but if extra systoles become frequent 
it may be given in doses of three or four grains 
three or four times daily. If ventricular tachycardia 
does occur, intravenous quinidin given very slowly 
in doses up to fifteen grains may be life-saving. 

As days go by signs of passive congestion, such 
as edema over the sacrum, may develop. Evidence 
of fluid in the pleural sacs must be closely watched 
ior, and if its presence is suspected and respiration 
is embarrassed, one should not hesitate to do a 
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pleural tap. If edema or effusion appear to be 
steadily increasing, one is now forced to institute 
digitalization (digitalis, grains one and one-half, 
three times a day, for about one week* and then 
about one and one-half grains daily) even though 
auricular fibrillation is not present, and diuretics 
may be necessary, such as theocin, three to five 
grains three times a day for two or three days, 
or salyrgan, one or two cubic centimeters intra- 
venously every few days. 

After pain disappears, the doses of morphin are 
much reduced, though small doses are often con- 
tinued for a few nights to insure rest. Gradually 
the barbitals are substituted for the opiate, and it 
is often well to continue mild sedation until conva- 
lescence is well established. 

If the diet remains restricted for more than two 
weeks, it may be wise to supplement it with B, and 
perhaps other vitamins. We prefer to keep the 
patient at absolute bed rest for from four to six 
weeks after the occurrence of the last chest pain, 
and preferably also for that period after the blood 
sedimentation rate, white count, and the tempera- 
ture have returned to normal and all signs of con- 
gestion have cleared. Beyond this point we doubt 
if prolonged bed rest has a favorable effect on the 
course of the disease. Unfortunately, only too often 
one finds it, for one reason or another, impossible 
to continue absolute rest even this long. 

When it is finally decided to begin to permit the 
patient out of bed, this must be done very gradu- 
ally, requiring about a week, until he is allowed up 
most of the day and given bathroom privileges, and 
another week around the house before trying stairs 
or going out. After this many of the patients are 
able to resume practically their former activities, 
though they should not return to heavy physical 
work if they can possibly avoid it, nor should the 
more strenuous sports again be indulged in. Mod- 
eration in all the activities of life is, in fact, the 
best counsel we can give them in attempting to 
prevent a recurrence of their accident. 


* Four to seven days. 











The High Cost of Hospital Care.—Laymen seldom 
realize the many reasons why hospitalization costs are so 
high. Hospital care has become increasingly more ex- 
pensive as it has become more scientific and has required 
more and more highly specialized equipment and highly 
trained personnel. Few realize that the modern hospital 
normally employs almost twice as many employees as it 
has bed patients and that besides nurses it employs a corps 
of workers, including office employees; technicians for 
x-ray, clinical laboratory, and for physical therapy; social 
workers; dietitians, cooks, and kitchen helpers; pharma- 
cists; anesthetists; carpenters, painters, gardeners, and 
maintenance men; orderlies, housekeepers, etc. 

The hospital operates on a 24-hour basis, which requires 
three shifts of nurses and other workers. It must also hold 
itself in readiness to offer complete service on a moment’s 
notice, whether it be work-day or holiday, day or night. 
Keeping all facilities and a full personnel available for in- 
stant use for such “stand-by” services at all hours is an 
expensive procedure and is a very important factor in the 
high cost of hospitalization —Berkeley General Hospital 
Bulletin. 
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COUNCIL OF THE CALIFORNIA MEDICAL 
ASSOCIATION 


Minutes of the Two Hundred and Seventy-Seventh 
(277th) Meeting of the Council of the 
California Medical Association* 


Held in Room 210, Hotel Sir Francis Drake, San Fran- 
cisco, Saturday, June 3, 1939, at 9:30 a. m. 
1. Call to Order: 

The meeting was called to order by Chairman Schaupp. 

The following members were present : President Charles 
A. Dukes, President-Elect Harry H. Wilson, Past Presi- 
dent William W. Roblee, Speaker Lowell S. Goin, Coun- 
cilors Karl L. Schaupp, Calvert L. Emmons, Earl Moody, 
Louis A. Packard, A. E. Anderson, C. Kelly Canelo, Frank 
A. Macdonald, Henry S. Rogers, George D. Maner, C. O. 
Tanner, P. K. Gilman, E. J. Best, F. N. Scatena; Chair- 
man of Public Relations Committee George G. Reinle, 
Secretary-Editor George H. Kress; General Counsel 
Hartley F. Peart, and his associate, Mr. Howard Hassard. 

Absent: Councilors William H. Kiger and O. D. Hamlin. 


2. Minutes of the Council: 


It was moved by Charles A. Dukes, seconded by A. E. 
Anderson, that the minutes of the 273rd, 274th, 275th, and 
276th meetings of the Council, be approved. Carried. 


3. Membership: 


It was moved by Calvert L. Emmons, seconded by C. A. 
Dukes, that Doctors William H. Eaton and J. G. Ware, 
members of the Santa Barbara County Medical Society, be 
granted the privilege of the floor to explain their member- 
ship status. Carried. 


7+ For complete roster of officers, see advertising pages 
2, 4, and 6. 


* Full reports on Items 21, 23 and 37 are on file in the 
Central Office of the Association. 
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Doctors Eaton and Ware appeared before the Council, 
stating that their 1939 membership dues had been accepted 
by the Santa Barbara County Society (their county of 
former residence) ; but that, although they had been in 
practice in Kern County for more than a year, they had not 
yet applied for membership in Kern County, due to an ap- 
parent misunderstanding. Doctor Eaton stated they would 
present their transfer cards from Santa Barbara to Kern 
County immediately. 


4. Finances: 


Treasurer Kress reported on the bank balances, stating 
that as of June 2, 1939, there was a total cash balance of 
$23,494.61, and that annual dues had been paid by all except 
approximately two hundred members. Also, that a loan of 
$15,000 from the Crocker Bank—on collateral borrowed 
from the Trustees Of The California Medical Associ- 
ation—due April 29, 1939, had been renewed for a period 
of ninety days. 


5. Expenses of Sections: 


The following resolution, which was presented by the 
Eye Section during the Del Monte meeting, was read: 


WHEREAS, The California Medical Association is primarily 
a scientific and professional organization ; and 

WueErEAS, A considerable sum of money is raised each 
year in dues; and 

WHEREAS, The Section officers, in addition to giving of 
their time and thought to the duties of the Section, are faced 
with inevitable expenses incidental to Association work; 
therefore, be it 

Resolved, That the Council of the California Medical As- 
sociation be respectfully requested to give careful consider- 
ation to the allocation of a small sum, not to exceed fifty 
dollars per year, for the necessary expenses of Association 
work in each Section. 


In the discussion thereon attention was called to the many 
requests for appropriations being received from various 
sectional organizations, committees, and societies within the 
Association. 


It was moved by Henry Rogers, seconded by A. E. 
Anderson, that the resolution of the Eye Section, request- 
ing an appropriation for each of the twelve sections, be 
referred to the House of Delegates at the next annual 
session. Carried. 


6. Membership Dues: 


It was moved by Charles Dukes, seconded by George 
Reinle, that the membership dues of a deceased member, 
of Los Angeles County, be returned to his widow in accord- 
ance with her request. Carried. 


It was moved by A. E. Anderson, seconded by C. A. 
Dukes, that it be the policy of the Association to return the 
yearly membership dues of deceased members, when specific 
requests, based on financial need, are made. Carried. 


7. Resolution No. 16—Expenses of Officers and Coun- 
cilors: 

The amendment to the By-Laws, Chapter IV, Sec- 
tion 1 (b) as embodied in the House of Delegates Reso- 
lution No. 16, approved at Del Monte on May 4,-1939, was 
discussed. It was pointed out that the substitution of this 
amendment for Section 1 of Chapter IV of the by-laws 


eliminated the provision which excepted councilor expense 
at annual sessions. 
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It was moved by Lowell S. Goin, seconded by E. J. Best, 
that the policy of the Council in regard to expenses of 
officers and councilors be as follows: The officers of the 
California Medical Association are those set forth in Arti- 
cle X, Section 1, of the Constitution; that the per diem 
allowed by the House of Delegates be understood to apply 
to those councilors who are absent from the city in which 
they reside; that the per diem be for the day or days for 
which the Council is in session; that the expense allowed 
in addition be the first-class railway fare to and from the 
place of meeting, plus expense of lower berth; and that in 
no case shall the travel expense exceed that of the standard 
round trip fare, plus lower berth. Carried. Doctors 
Packard and Rogers voted in the negative. 


It was moved by Lowell S. Goin, seconded by C. A. 
Dukes, that it be the policy of the Council that the officers 
and councilors do not accept per diem or travel expense for 
Council meetings held during annual sessions, and that the 
Auditing Committee be so instructed. Carried. 

It was moved by Lowell S. Goin, seconded by Charles A. 
Dukes, that the chairman of the Council in his next annual 
report of the Council to the House of Delegates point out 
the discrepancies in the resolution, and ask the House to 
suggest additional amendments to the aforesaid section of 
the by-laws. Carried. 


8. Delegates to American Medical Association: 

It was moved by William Roblee, seconded by A. E. 
Anderson, that each California Medical Association dele- 
gate to the American Medical Association be allowed 


round-trip railroad fare and the expense of lower berth. 
Carried. 


9. Expenses of Section Officers: 


The Council approved the Secretary’s action in notify- 
ing a member that no provision was made for payment of 
transportation and hotel expenses of section officers. 


10. Special Assessment: 


The Secretary reported that $2,100 had been received to 
date through payment of the special assessment, and that 
the checks of 140 members sent direct to the State Associ- 
ation office, instead of to the secretaries of their component 
county societies, had been forwarded to the respective 
county societies. 

It was moved by George Reinle, seconded by A. E. 
Anderson, that the special assessment moneys be deposited 
in a bank to be named by the Chairman of the Council, and 
in a separate account. Carried. 

It was pointed out that, although the activities of the 
Committee on Public Health Education, outlined in Reso- 
lution No. 6, contemplated the employment of a full-time 
public relations counsel, the State Association Treasurer, 
in accordance with provisions of the By-Laws, must be 
responsible for the deposit of funds received from the 
assessment, and the keeping of proper books and records. 

It was moved by George Reinle, seconded by Calvert 
Emmons, that the Executive Committee be authorized to 
act in the approval of proposals and policies of the Com- 
mittee on Public Health Education, and that the Council 
be informed of the progress made. Carried. 

Discussion was had as to the scope of the work to be 
carried on under the provisions of the resolution and its 
relation to the constitutional provisions which provide for 
a department of public relations, director of public rela- 
tions, and field secretary. 


11. Recess: 


The hour of 10 a. m. having arrived, the Council re- 
cessed to permit meetings of the members and of the di- 


rectors of the Trustees Of The California Medical As- 
sociation. 


12. Call to Order: 


After the recess, the Council was called to order by 
Chairman Schaupp, who announced that if there were no 
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objections a representative of a San Francisco newspaper 
would appear before the Council at 2 p. m. to present plans 
concerning newspaper publicity. 


13. Survey of Association Offices: 


The Secretary reported that, in accordance with Reso- 
lution No. 1 of the House of Delegates, Speaker Goin had 
appointed as the Committee on Survey of the Association 
offices: Elbridge J. Best (chairman), Dewey R. Powell of 
Stockton, and George D. Maner of Los Angeles. 


14. Hours, Pay, and Duties of Governmental Em- 
ployees: 

Secretary Kress stated that, in accordance with Reso- 
lution No. 2 of the House of Delegates, Speaker Goin had 
appointed as the Committee on Hours, Pay, and Duties of 
Municipal, County, State, and Federal Medical Employees: 
William Voorsanger, San Francisco, Chairman; L. A. 
Alesen, Los Angeles; and Robert S. Kneeshaw, San Jose. 


15. Life Membership: 


It was moved by Charles Dukes, seconded by A. E. 
Anderson, that the Chairman of the Council appoint the 
Committee of Three to report on life membership as pro- 
vided in councilor action and Resolution No. 14 of the 
House of Delegates. 


The committee appointed consists of Robert A. Peers, 
Chairman, Colfax; A. B. Cook, Los Angeles; and G. W. 
Walker, Fresno. 


16. Department of Public Relations: 


George G. Reinle, Chairman of the Committee on Public 
Relations, presented a report on the activities of the De- 
partment of Public relations and outlined the scope of 
possible work for the coming year. 


17. Social Security: 


The legal department reported that, following the Del 
Monte session, the Commissioner of Internal Revenue had 
issued a ruling declaring all officers, councilors, and com- 
mitteemen to be officers of the Association and subject to 
tax on a basis of salaries received. It was pointed out that 
the Association could acquiesce to the ruling, could pay 
under protest and file claim for refund, or could refuse to 
pay, in which event action would be taken against the As- 
sociation by the Federal Government. Legal Counsel Peart 
recommended that the Association pay, under protest, and 
then claim refund. 


Legal Counsel Peart also reported that a refund claim 
had been filed for taxes assessed for the period the As- 
sociation was exempted under the ruling of the Collector 
of Internal Revenue that it was a scientific organization, 
and up to the date of the ruling of the Internal Revenue 
Department that the California Medical Association would 
hereafter be classed as a “Business League.” 

The recommendations of Legal Counsel Peart were ap- 
proved by the Council. 

It was moved by Charles A. Dukes, seconded by A. E. 
Anderson, that information relative to the ruling of the 
Internal Revenue Department be sent to each county medi- 
cal society for the guidance of the secretaries, and that such 
a letter be prepared by Legal Counsel Peart. Carried. 


18. Legislation: 


Mr. Ben Read, of the Public Health League, made a 
progress report on the status of various bills related to 
medical practice and the public health. Mr. Read stated 
that present indications were that the Legislature would 
adjourn about June 17. 


It was moved by Charles Dukes, seconded by George 
Reinle, that the matter of amendments to Section 2175, re 
citizenship, be left to the judgment of the Committee on 
Public Policy and Legislation. Carried. 

A written report by Doctor Harris, Chairman of the 
Legislative Committee, Doctor Dukes, President of the 
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Association, and Lowell S. Goin, Speaker of the House, 
on the proposed method of legislative activity in the future, 
was presented for the information of the Council. 

Chairman of Public Relations Committee Reinle read 
an additional report from Doctor Harris, relative to legis- 
lative activities to be carried on in connection with the 
Public Relations Department. 


19. Recess: 
At this point, the Council recessed for luncheon. 


20. Call to Order: 


After the noon recess, the Council was called to order by 
Chairman Schaupp. 


21. Committee on Public Health Education: 


Chairman Schaupp stated that, in accordance with Reso- 
lution No. 6 of the House of Delegates, he had named five 
members who would serve with the two members named 
in the resolution; the committee membership to be as fol- 
lows : Samuel Ayres, Jr., Los Angeles; J. B. Harris, Sacra- 
mento; Dewey R. Powell, Stockton; Thomas A. Card, 
Riverside ; Frank R. Makinson, Oakland ; Karl L. Schaupp, 
Chairman of the Council, San Francisco; Lowell S. Goin, 
Speaker, Los Angeles; and ex officio, Charles A. Dukes, 
President. 


22. Needy Members: 


President Dukes stated that, in accordance with Reso- 
lution No. 11 of the House of Delegates, he had named for 
the Committee on Needy Members: Axcel E. Anderson, 
Fresno, chairman; Elizabeth Hohl, Los Angeles; and 
Robert A. Peers, Colfax. 


23. Medical Supplement to a Newspaper: 


A representative of a San Francisco newspaper discussed 
a proposed medical supplement to its June 17 issue. Action 
taken by the Council was reconsidered later. Detailed re- 
ports have been placed in the Central Office files. 


24. [See Item 46 (Addendum).] 


25. California Academy of Medicine: 


A letter was presented from Russell V. Lee of Palo Alto 
asking a commitment from the Association on the matter 
of publication of papers of the California Academy of 
Medicine in CALIFORNIA AND WESTERN MEDICINE. Secre- 
tary Kress reported on the space and cost elements, and 
the large number of annual session papers submitted by 
members of the California Medical Association, which 
could not be accepted because of lack of space. 

It was moved by George Reinle, seconded by Louis 
Packard, that the Council was in accord with the opinion 
that such a commitment could not be given. 


26. Nevada State Medical Association: 


The Secretary reported on the present status of subscrip- 
tions to members of the Nevada State Medical Association. 
The Council approved the continuation of the special sub- 
scription price of $3 per member per year, for each member 
of the Nevada State Medical Association, this being a 
reduction of $2 from the regulation subscription price, and 
being the same as that charged to members of the California 
Medical Association. 


27. Complimentary Journals: 


Editor Kress reported that, in line with action ‘taken 
several years ago by the Council, a total of 165 delegates 
and officers of the American Medical Association were on 
the complimentary list, at a cost to the California Medical 
Association of almost $500 yearly, and asked for instruc- 
tions whether the Council wished to continue the plan. 

It was moved by Charles A. Dukes, seconded by E. J. 
Best, that the names of delegates and officers of the Ameri- 
can Medical Association be removed from the complimen- 
tary list of the Journat. Carried. 
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28. Subscription Price of California Medical Association 
Members for California and Western Medicine: 


The Editor called the attention of the Council to the 
United States postal regulations requiring a subscription 
price to CALIFORNIA AND WESTERN MEDICINE; and that the 
last subscription price levied by the Council on September 5, 
1935, was $3 per member, or an asset credit to the Official 
Journal of about $18,000 yearly. It was also stated that, in 
years prior to the report given in CALIFORNIA AND WESTERN 
MEDICINE of May, 1935, it had been the custom in annual 
financial reports to indicate the total subscription allocation 
so received as income to the Official Journal ; but that there- 
after, the subscription price had not been indicated in the 
annual financial reports, thus creating an apparent rather 
than a real deficit. The Editor asked the Council to indicate 
again the amount of a subscription price to be placed in the 
financial records, to comply with the postal regulations. 


It was moved by Charles A. Dukes, seconded by George 
D. Maner, that $3 be allocated from the dues per member 
per year as the subscription price of California Medical 
Association members for CALIFORNIA AND WESTERN MEDI- 
CINE, and that the subscription price to nonmembers (ex- 
clusive of members of the Nevada State Medical Associ- 
ation) be $5 per year. Carried. 


29. Del Monte Annual Session: 


The Secretary reported that income from the technical- 
commercial exhibits at the annual session at Del Monte, 
May 1 to 4, 1939, amounted to $5,375, being the largest 
income received to date at any annual session. The expenses 
of the session amounted to $3,415.04 (including major items 
such as booth construction and hotel, $581.24; tent rental, 
$240; guest-speaker expenses, $674.54; electric recorder 
for House of Delegates and general sessions, $333.80; 
Woman’s Auxiliary, $200; expenses of legal staff, $115.55; 
and daily convention bulletin, $97.85). The net profit, there- 
fore, on the Del Monte annual session approximated $2,000. 


30. Dates of 1940 Annual Session: 


Discussion was had of the date of the 1940 annual session 
at Coronado. 


It was moved by Charles A. Dukes, seconded by A. E. 
Anderson, that the date of the annual session at Coronado 
be set as Monday, May 6, to Thursday, May 9, 1940. 
Carried. 


31. Arrangements Committee: 


Attention was called to the need of appointing the local 
Committee of Arrangements for the next annual session 
to assist the Association Secretary. Dr. C. O. Tanner of 
San Diego was appointed chairman of the local Committee 
on Arrangements for the 1940 annual session at Hotel 
Coronado, Coronado, with power to select the other mem- 
bers of the local committee. 


32. Basic Science Act: 


The Special Committee on a Basic Science Act, through 
its chairman, Doctor Kress, submitted a report, calling 
attention to the several actions of the House of Delegates 
authorizing the placement of a basic science act on a state 
election ballot. The Special Committee suggested that it 
be now discharged, its records to be turned over to a new 
committee that would proceed with a final redraft to be 
placed on the November, 1940, state election ballot. 


It was moved by C. A. Dukes, seconded by Louis Packard, 
that the report of the Chairman of the Committee on the 
Basic Science Act be accepted and that, in accordance with 
the suggestion of the Chairman, the Committee be dis- 
charged and the work of studying the drafts that had been 
made, and of preparing a redraft, and outlining other lines 
of procedure, be turned over to the Committee on Public 
Relations. Recommendation was accepted and it was voted 
to discharge the Special Committee, with thanks for its 
past services. 
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33. Works Progress Administration: 


The Secretary presented a report on his conference with 
Mr. Bartle M. Harvey of the Works Progress Adminis- 
tration (Northern California district of fifty counties), 
asking codperation of the State Medical Association in 
efforts to secure an equitable distribution of the professional 
work among physicians who were on the WPA panel. 

It was moved by Harry Wilson, seconded by A. E. 
Anderson, that the matter of codperation with the Works 
Progress Administration be referred to the Department of 
Public Relations. Carried. 


34. Cancer Exhibit: 


Association Secretary Kress stated that, in accordance 
with authority granted by the Council to the special com- 
mittee of which Dr. T. Henshaw Kelly was chairman, an 
exhibit on cancer had been installed at the Golden Gate 
International Exposition, at an estimated cost of $5,000; 
and that at the present time a balance of $20 remained in 
the Herzstein Bequest, from which the exhibit was to be 
financed. It would, therefore, be necessary for the Special 
Committee to call upon the Association for the remaining 
funds, in accordance with the Council authority given on 
October 1, 1938; such additional money to be a loan, and 
to be repaid to the California Medical Association as ad- 
ditional moneys accrued in the Herzstein Bequest. 

The advantage of an attendant to explain the exhibit 
was discussed, but no action was taken thereon. 


35. Stereopticons: 


Upon recommendation of the Association Secretary, it 
was moved by E. J. Best, seconded by Henry S. Rogers, 
that the Pacific Coast Oto-Ophthalmological Society be 
granted the use of the stereopticon lanterns of the Cali- 
fornia Medical Association, in accordance with the stipu- 
lations laid down for their use and return. Carried. 


36. Kern County: 


Doctor Packard reported on the outcome of the Joe 
Smith vs. Kern County Medical Society case, stating that 
the right to expel Doctor Smith had been upheld by Judge 
R. B. Lambert of the Kern County Superior Court, in an 
opinion handed down on May 9, 1939. 


37. Special Expense: 


The report on some expenses in connection with certain 
special activities was accepted and placed in the files. 


38. County Society Hearing: 
A report on a county society hearing, at which Doctor 


Allan Bramkamp of Banning officiated as referee, was 
received and placed in the files. 


39. Collection Agencies: 


A letter from the Doctors’ Business Bureau regarding 
collection agencies was presented. The letter was referred 
to the Committee on Public Relations. 


40. Committee Intercommunication: 


The Pacific Telephone’s new method of intercommuni- 
cation between committeemen in different cities, all listen- 
ing at the same time, was explained to the Council. No 
action taken. 


41. Special Assessment: 


The question of status of members who failed to pay the 
special assessment within the time specified was discussed. 

Doctor Maner stated he would send a letter containing 
his questions to legal counsel, Mr. Peart. 


42. Wagner Bill: 


A letter, regarding the dangers to scientific medicine and 
the public health from the so-called Wagner Bill, Senate 
1620, was read. 

lt was moved by Charles A. Dukes, seconded by A. E. 
Anderson, that a committee, consisting of Doctors Best 
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and Kress and Mr. Peart, draw up suitable resolutions in 
the name of the Council, to be sent to Senators and Repre- 
sentatives in the United States Congress, and that the 
Secretary be instructed to communicate with component 
county societies and request that they do likewise. Carried. 


43. California Society for the Promotion of Medical 
Research: 

P. K. Gilman presented a letter from the California So- 
ciety for the Promotion of Medical Research, calling at- 
tention to the fact that the organization had been notified 
by the Government that its activities and expenditures had 
made it liable for taxation under the State Unemployment 
and Federal Social Security Acts. The amount of the tax 
would be about $300. At the present time the Society, which 
had played a prominent part in the antivivisection cam- 
paign, was inactive and without funds. To attempt to col- 
lect from members would mean a great hardship and much 
work. 

It was moved by Charles A. Dukes, seconded by C. O. 
Tanner, that the California Medical Association contribute 
$300 to the California Society for the Promotion of Medical 
Research. Carried. 


44. Committee on Public Policy and Legislation: 

Further discussion was had of the recommendation con- 
tained in the written report submitted by Doctor Harris, 
on future plans for carrying on the work of the Committee 
on Legislation and Public Policy. 

It was moved by Lowell Goin, seconded by E. J. Best, 
that the Committee on Public Policy and Legislation be 
authorized to employ a paid secretary or field secretary or 
representative. 

Doctor Dukes offered the following substitute resolution, 
which was accepted by Doctors Goin and Best : Moved, that 
we approve in principle the recommendations contained in 
the report of Doctor Harris. 

A vote was taken on the substitute motion. Carried. 


45. Adjournment: 


There being no further business to come before the 
Council, the meeting adjourned. 


Karu L. Scuaupp, Chairman. 
Georce H. Kress, Secretary. 
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ADDENDUM 
46. (Refers to Item No. 23.) A mail vote to reconsider 
action taken under item 23 was taken on June 6, 1939. Re- 


consideration vote resulted in decision not to place an 
announcement in a newspaper. 


Kart L. Scuaupp, Chairman. 
Grorce H. Kress, Secretary. 


COMMITTEE ON PUBLIC HEALTH 
EDUCATION 


Minutes of the First (1st) Meeting of the Committee 
on Public Health Education 


1. Call to Order: 


The meeting was called to order by Karl L. Schaupp at 
the Sutter Club, Sacramento, California, at 11 a.m., Sun- 
day, June 11, 1939. 

Present were: Thomas A. Card, Riverside; Frank R. 
Makinson, Oakland ; Junius B. Harris, Sacramento; Dewey 
R. Powell, San Joaquin; and Karl L. Schaupp, San Fran- 
cisco. 

Absent : Lowell S. Goin, Los Angeles ; Samuel Ayres, Jr., 
Los Angeles; Charles A. Dukes, Oakland, ex officio. 


2. Organization of Committee: 


On nominations by Dewey R. Powell, Frank R. Makin- 
son was elected chairman of the committee, and Karl L. 
Schaupp was elected secretary of the committee. 
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3. Depository: 

On motion duly made, seconded and carried, the sug- 
gestion of the Secretary of the Association, that the Ameri- 
can Trust Company of San Francisco be named as the 
depository for funds received from the special assessment, 
was approved. 

On motion duly made, seconded and carried, the name 
of the account to carry the assessment funds was designated 
as “C. M. A. Assessment Fund.” 


4. Bills of Committee: 


On motion duly made, seconded and carried, the Chair- 
man and the Secretary of the Committee were authorized 
to approve bills of the Committee, for submission to and 
payment through the Auditing Committee of the California 
Medical Association. 


5. Correspondence Re Assessment: 


The Committee felt that action on letters of commenda- 
tion, criticism, and legal questions regarding the assess- 
ment fell within the jurisdiction of the Council of the 
California Medical Association, and action by the Com- 
mittee was inadvisable. 


6. Newspaper Publicity: 


The Committee was in accord with the Council’s action 
concerning a proposal for advertising in newspapers. 


7. Committee on Public Policy and Legislation: 


(a) The Committee recommends to the Council of the 
California Medical Association that the recommendations 
of the Chairman of the Committee on Public Policy and 
Legislation, as submitted at the June 3rd Council meeting, 
and at this meeting be approved, and that the present stand- 
ing Committee on Public Policy and Legislation be desig- 
nated as the “Executive Group” of the Committee on Public 
Policy and Legislation, with the accepted powers and duties 
of an executive group. 

(b) The Committee on Public Health Education inter- 
prets its instructions to include the following duties: 
(1) aiding and assisting the work of the Committee on 
Public Policy and Legislation in policies regarding our eco- 
nomic and political situation, and (2) carrying on a pro- 
gram of education in public health welfare. 

(c) The Committee recommends to the Council that the 
previous allocation of dues from the general funds of the 
California Medical Association to the Committee on Public 
Policy and Legislation be continued. 

(d) The Committee recommends to the Council that the 
budget of the Committe on Public Health Education in- 
clude an item providing for allocation to the Committee 
on Public Policy and Legislation of $500 monthly, and that 
any necessary additional requirements be covered by special 
allocation as occasion arises. 

8. Public Relations Counsel: 

The matter of employment of a Public Relations Counsel 
was discussed at length, and the names and recommenda- 
tions of applicants for this position were presented. Confer- 
ence was held with Mr. Ross Marshall of San Francisco 
in an effort to determine the probable scope and cost of a 
publicity campaign. 

It was moved by Dewey Powell that the Chairman and 
the Secretary hold an informal meeting in San Francisco 
with Doctors Reinle, Dukes, Kress, Kilgore, and Mr. 
Marshall as soon as possible to discuss certain plans for 
future procedure. Carried. 


9. Adjournment: 
There being no further business, the meeting adjourned. 


Frank R. Maxrnson, Chairman. 
Kart L. Scuaupp, Secretary. 
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EXECUTIVE COMMITTEE 


Minutes of the One Hundred and Fifty-Sixth (156th) 
Meeting of the Executive Committee of the 
California Medical Association 


Held in the offices of the Association, Room 2004, 450 
Sutter Building, San Francisco, Saturday, June 17, 1939, 
at 9 a. m. 


1. Call to Order: 


The meeting was called to order by Chairman P. K. 
Gilman with the following members present: President 
Charles A. Dukes, Chairman of Council Karl L. Schaupp, 
Chairman of Executive Committee P. K. Gilman, Chair- 
man of Committee on Public Relations Committee George 
G. Reinle, Secretary-Editor George H. Kress, General 
Counsel Hartley F. Peart and his associate, Mr. Howard 
Hassard. 

Absent: President-Elect Harry H. Wilson, Past Presi- 
dent William W. Roblee, and Speaker Lowell S. Goin. 


2. Committee on Public Health Education: 

Council Chairman Karl L. Schaupp explained why the 
meeting of the Executive Committee had been called on 
short notice, namely, that it would be possible to secure a 
quorum with other members present at the Committee on 
Public Relations meeting; and that it was the desire to 
present a report so that a mail vote of the Council might 
be taken on suggestions having to do with the plans of the 
Committee on Public Health Education. 

Doctor Schaupp then reported on the activities of the 
Committee on Public Health Education as embodied in the 
minutes of the first meeting of the Committee, held at 
Sacramento, Sunday, June 11, 1939. 

He stated that, in accordance with the instructions of 
the Committee on Public Health Education given at Sacra- 
mento, an informal meeting had been held on Thursday, 
June 15, 1939, at which Doctors Makinson, Dukes, Reinle, 
Schaupp, Kilgore, Kress, and Mr. Marshall had been 
present; and at which time discussion was had of the 
possible use of the services of Mr. Ross Marshall’s organi- 
zation as public relations counsel, jointly for the Cali- 
fornia Medical Association and the California Physicians’ 
Service. Doctor Schaupp stated that the Committee on 
Public Health Education felt that the employment of Mr. 
Marshall under the plan outlined in Mr. Marshall’s letter 
of June 14, 1939, should be presented to the Council for its 
consideration. 

It was moved by Charles Dukes, seconded by George G. 
Reinle, that the suggestion of the Committee on Public 
Health Education regarding employment of public rela- 
tions counsel, as outlined by Doctor Schaupp, be recom- 
mended to the Council for its consideration, through a 


mail vote to be authorized by Council Chairman Schaupp. 
Carried. 


3. Adjournment: 


There being no further business, the meeting adjourned. 


P. K. Grrman, Chairman. 
GeorcE H. Kress, Secretary. 


A RECENT LEGAL OPINION: IN RE 
MEMBERSHIP RIGHTS 
Copy of an Opinion Rendered by Judge Robert B. Lambert 
of the Kern County Superior Court 
(In the case in which Joe Smith, M.D., was seeking 


reinstatement of membership in the Kern County Medical 
Association. Judge Lambert denied the relief sought.) 
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(copy) 


Tuesday, May 9, 1939. Court Met at 10 a. m. 
Department No. 2 


Joe Smith, M. D., vs. 31,001, Kern County Medical 
Association, et al. 


It is ordered that plaintiff take nothing and defendant 
have judgment for costs. Findings and judgment to be pre- 
pared by attorney for defendant. (It appears that plaintiff 
was expelled according to the constitution and by-laws of 
the Association, the provisions of which are binding on the 
member and association alike. The relation of a member 
with the Association is purely contractual and a member 
assumes the burdens as well as the benefits, if any. The 
Court cannot inquire into the reasonableness or unreason- 
ableness of the Association’s requirements. The conspiracy 
charge must fail, because it is not a conspiracy for a citizen 
or any number of citizens to disagree with the legislative 
policy of county officials. And which policy is best for the 
county is not in anywise material here. Nor is the right to 


practice medicine involved.)  pogerr B. LAMBERT 
: : ; 


Judge of Superior Court. 


C.M. A. DEPARTMENT OF 
PUBLIC RELATIONS: 


COMMITTEE ON PUBLIC RELATIONS 


Minutes of the Committee on Public Relations of the 
California Medical Association 


Held in the offices of the Association, Room 2004, 450 
Sutter Building, San Francisco, Saturday, June 17, 1939, 
at 10 a. m. 

1. Call to Order. 

The meeting was called to order by Chairman Reinle, 
with the following members present: President Charles A. 
Dukes; and the chairmen of the following committees: 
Roy E. Thomas, Committee on Health and Public In- 
struction; J. Norman O’Neill, Committee on Hospitals, 
Dispensaries, and Clinics; Donald Cass, Committee on In- 
dustrial Practice ; George G. Reinle, Committee on Medical 
Defense; George D. Maner, Committee on Membership 
and Organization ; Dwight L. Wilbur, Committee on Post- 
graduate Activities; George H. Kress, Secretary-Editor. 
General Counsel Hartley F. Peart and his associate, Mr. 
Howard Hassard, were also present. 

Absent: President-Elect Harry H. Wilson; Past Presi- 
dent William W. Roblee; Speaker Lowell S. Goin; and 
the chairmen of the following committees: Alson R. Kil- 
gore, Cancer Commission; J. B. Harris, Committee on 
Public Policy and Legislation ; John H. Graves, Committee 
on Medical Economics. 

2. Minutes of Committee. 

The minutes of the meeting of the Committee on Public 
Relations, held August 27, 1938, on motion of Charles A. 
Dukes, and duly seconded, were approved. 

3. Report of Committee. 

George G. Reinle submitted a report on future work of 
the Committee on Public Relations, in which it was sug- 
gested that special consideration be given to the proposed 
chiropractic initiative and a basic science law. 

4. Election of Chairman. 

Doctor Dukes stated that nominations for chairman of 
the Committe of Public Relations were in order. 

Dwight L. Wilbur nominated George G. Reinle as chair- 
man of the Committee on Public Relations for the ensuing 





7 The complete roster of the Committee on Public Re- 
lations is printed on page 2 of the front advertising sec- 
tion of each issue. Dr. George G. Reinle of Oakland is 
the chairman, and Dr. George H. Kress is the secretary. 
Component county societies and California Medical As- 
sociation members are invited to present their problems to 
the committee. All communications should be sent to the 
director of the department, Dr. George H. Kress, Room 2004, 
Four Fifty Sutter Street, San Francisco. 
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year. The nomination was seconded by Roy Thomas. There 
being no further nominations, the Secretary cast the ballot 
of the Committee for Doctor Reinle. Doctor Reinle then 
took the chair. 

5. Basic Science Act.* 

Discussion was had of the proposed Basic Science Act 
for California. ' 

George H. Kress, former chairman of the Committee 
on the Basic Science Act, outlined the work that had been 
done in the past and submitted a tentative draft that had 
been prepared by the Special Committee. The Committee 
agreed that an immediate study of forms of basic science 
laws should be made, in order that a draft suitable for 
California’s needs could be prepared, to be submitted to the 
Council and then used as conditions might indicate. 

After discussion of various phases of basic science legis- 
lation, upon motion duly made and seconded, it was voted 
that two committees be appointed by the chairman: one to 
take charge of the study of drafts for the Bay region, and 
the other for the southern section of the state. 

Chairman Reinle appointed as the two subcommittees : 
Dr. Dwight L. Wilbur, Chairman, with Dr. Charles A. 
Dukes; Dr. Donald Cass, Chairman, with Dr. J. Norman 
O'Neill. 

Association Secretary Kress, whose special committee 
had submitted two tentative drafts of basic science laws to 
the California Legislature in previous years, stated he 
would send to each subcommittee copies of previous drafts 
and reports thereon by the legal counsels of the American 
Medical Association and California Medical Association. 
6. Collection Agencies. 

A letter regarding unreliable collection agencies was pre- 
sented. 

On motion of Charles Dukes, seconded by George Maner, 
the communication was ordered filed. 

7. Professional Organizations. 

Doctor Kress presented correspondence regarding the 
plan in Oregon for the organization of all professions. It 
was felt that a state-wide organization was not advisable 
at the present time, but that local organizations to engender 
good-fellowship might be instituted. 

It was moved by George Maner, seconded by Charles 
Dukes, that the Director write to the secretaries of the 
various county societies suggesting that their respective 
units consider the formation of such contacts. Carried. 

8. Chiropractic Initiative. 

The proposed Chiropractic Initiative for which sufficient 
signatures had been secured to qualify it for placement on 
the next state election ballot, was discussed. .. . 

9. Works Progress Administration. 

Mr. Bartle M. Harvey of the Works Progress Adminis- 
tration appeared before the Committee to request the co- 
operation of the California Medical Association in an effort 
to work out a more equitable distribution of medical work 
on WPA projects. Mr. Harvey read excerpts from the 
new regulations intended to govern WPA medical care. 
He stated that at the present time they were using the panel 
system that had been inaugurated with the codperation of 
the California Medical Association in 1932. Mr. Harvey 
added that he had been instructed to submit to the Cali- 
fornia Medical Association a request that it appoint a com- 
mittee of one or more, whose members would, each month, 
make an inspection of medical work that had been per- 
formed, so that an equitable distribution might be secured. 

It was moved by Charles Dukes, seconded by George 
Maner, that the Director of the Department of Public Re- 
lations, Doctor Kress, be appointed to care for such paper 
work as may be necessary until the Council makes further 
recommendation. Carried. 

Doctor Maner pointed out that in the southern part of 
the state the matter was being handled through local organi- 
zations ; and it was agreed that, in case final interpretation 
should be made, the matter had to be handled in the south 


* For Council action regarding Basic Science Act, see 
Item 32, on page 46. 
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by one central organization, and that county societies 
should agree as to the individual who would represent 
them. Doctor Maner was instructed to report on the 
southern set-up at the next meeting of the Committee. 
10. Public Relations Counsel. 

A letter dated June 14, 1939, regarding the possible use 
of Ross Marshall’s public relations organization, was read 
for the information of the Committee. 


11. Malpractice Insurance. 

George Reinle, Chairman of the Committee on Medical 
Defense, called the attention of the Committee to the de- 
sirability of taking up anew the problem of malpractice 
insurance. It was the opinion that a careful study should 
be made of the various aspects of this important problem. 


12. State and County Fairs as Media for Public Health 
Publicity. 

The Association Secretary called attention to the great 
possibilities of state and county fairs as a means of carry- 
ing on public health education of broad scope, through 
exhibits, films, and talks. 

It was moved by George Maner, seconded by Charles 
Dukes, that the Committee on Public Relations recommend 
to the Committee on Public Health Education that the 
matter of education of the public through utilization of 
facilities at state and county fairs be placed on the docket 
of its next meeting. Carried. 

13. Care of the Indigent and Near-Indigent in County 
Hospitals. 

The desirability of obtaining information on gratuitous 
care rendered indigent citizens through county hospitals 
and philanthropic clinics was discussed. 

On motion duly made, seconded and carried, the Director 
of the Department of Public Relations was instructed to 
secure information from attending staffs and other groups 
supplying care for indigent and near-indigent citizens, so 
that the Association may have this information on file. 

14. Adjournment. 
There being no further business, the meeting adjourned. 
Grorce G. REINLE, Chairman. 
Georce H. Kress, Secretary. 


TULARE COUNTY MEDICAL SOCIETY: 
A PRESS ANNOUNCEMENT 
The Visalia Times-Delta of Tulare County on May 26 
printed an anniversary edition, and the Tulare County 
Medical Society was represented 
therein, with a statement that is not 


without interest. The items listed 
under “Seven Wonders of Medical 
Science” are those enumerated in an 
article by Professor A. C. Ivy of 
Northwestern University, which ap- 
peared in CALIFORNIA AND WESTERN 
MEDICINE, in December, 1934. The 
Visalia Times-Delta announcement, 
illuminated by a linecut of the caduceus, is given below. 


GREETINGS TO THE CITIZENS OF TULARE COUNTY FROM THE 
TULARE CouNTY MEDICAL SOCIETY 


Good Wishes, Too, to Visalia Times-Delta for its Consistent 
Service to the Community 


On the occasion of this anniversary edition of the Visalia 
Times-Delta the members of the Tulare County Medical 
Society avail themselves of the opportunity to call the at- 
tention of their fellow citizens to some of the achievements 
in scientific medicine, and to point out some trends in 
medical practice. 

Since the year 1911 the average span of human life in the 
United States has increased from fifty-three years to be- 
yond sixty years. This means that more than thirteen 
million people, alive in our country today, would be dead 
if the life span of the year 1911 still obtained. 

This increased life expectancy has been due in very large 
part to the application of medical discoveries. One hundred 
years ago the average length of human life was only thirty- 
five years. It has been during the last one hundred years 
that the important discoveries in scientific medicine have 
been made. 
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These discoveries, given freely and without cost to the 
world, have permitted all communities to institute proper 
measures of protection in preventive and public health 
systems. These medical discoveries have been called the 
“Seven Wonders of Medical Science,”’ as follows: 

1. Anesthesia and Analgesia. These make many opera- 
tive procedures possible and, in addition, give relief from 
pain. 

2. The Germ Causes of Certain Diseases. Through the 
discoveries about germ diseases the world has been able to 
conquer cholera, plague, yellow fever, typhoid and other 
diseases from which thousands of people formerly died. 

3. Immunity Treatment for Certain Diseases. Here are 
included former scourges such as smallpox, diphtheria, 
lockjaw, rabies, 

4. Antisepsis and Asepsis. These make possible the use 
of protective measures to prevent blood poisoning and aid 
in the prevention of dangerous and possibly fatal contami- 
nation of operative wounds, 

5. Increased Knowledge of Physiology. This knowledge 
of natural activities, often with the added use of x-ray, per- 
mits physicians to recognize abnormal states in the form of 
disease. 

6. Organotherapy. This is knowledge of the secretions 

of internal organs and their use in the treatment of dis- 
eases such as diabetes, pernicious anemia, cretinism. 
7. Animal Nutrition and Vitamins. They are of impor- 
tance in general growth and development and in the pre- 
vention of many diseases like rickets, scurvy, polyneuritis, 
and pellagra. 

An examination of the above list must convince any un- 
prejudiced observer of the generous service rendered to the 
world by scientific medicine. Doctors of medicine are natu- 
rally proud of this record and believe their fellow citizens 
have the same feeling. 

All of these accomplishments were not the result of orders 
sent out by some director of a bureau of socialized medi- 
cine or from some office of a compulsory health insurance 
organization. 

Times of economic stress and strain nearly always mani- 
fest themselves in social unrest. In periods of social unrest 
all kinds of schemes are put forward to solve real and 
imaginary problems. It is mighty important that we, the 
American people, go behind medical proposals and find out 
for ourselves what they really involve, and how they will 
work out in practice. 

The compulsory health insurance system, proposed now 
for the State of California, is modeled after the German 
system, brought into being in 1883 by Bismarck to combat 
the increasing socialistic movement among the poor, and 
for somewhat similar reasons, instituted for England by 
Lloyd George in 1911. In both countries the care of the poor, 
up to the time of the above systems, was deplorable and 
anything was better than what they had had. 

In America the care of the sick poor has not been de- 
plorable because everywhere it is practically possible for 
those who wish and ask for it to secure adequate medical 
service in either home or adjacent communities. 

It is significant that sickness and death rates in Germany 
and England have been (and in spite of their years of ex- 
perience with compulsory health systems) and continue 
higher than those of the United States. 

Everywhere the great majority of doctors of medicine 
are opposed to compulsory health systems because they 
feel sure the standards of medical practice will be made 
worse instead of better, and that the individuals who will 
suffer most under such a mechanized system will be the 
very persons most in need of medical care. Americans still 
wish to be independent citizens with the right to choose 
their own doctors. Compulsory health systems are forms 
of governmental paternalism run wild, not adapted to the 
living standards or spirit of America. 

Voluntary health insurance and group hospitalization 
have met with amazing success. We have learned that 
when medical societies and laymen coéperate to establish 
plans for spreading the cost of medical care that the dangers 
of compulsory health insurance and state medicine can be 
averted, 

The indigent and groups unable to pay for indemnity in- 
surance should be cared for by private practitioners, with 
the financial assistance only of local, state, or federal 
government. For the lower middle class and the middle 
class, adequate medical care should be made available 
through group hospitalization and voluntary medical in- 
demnity insurance. The upper middle class and the wealthy 
should continue to purchase medical care on the present 
individual basis. In this way any patient may obtain the 
services of the doctor of his choice. 

To make possible medical care and hospitalization, on a 
periodic payment basis, for the citizens who prefer that 
method, there has come into being California Physicians’ 
Service, sponsored by the California Medical Association. 
At an early day the Tulare County Medical Society hopes 
to bring the advantages of California Physicians’ Service to 
the attention of the citizens of Tulare County. 
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HOW ASSEMBLYMEN VOTED ON THE The final vote, recorded below, shows that forty-eight 
PROPOSED COMPULSORY HEALTH LAW Assemblymen voted against Assembly Bill 2172, that is, 
(ASSEMBLY BILL 2172): WHEN IT WAS voted against compulsory health insurance; and twenty 


voted in favor of Assembly Bill 2172, that is, cast their 

DEFEATED ON JUNE 13, 1939 ballots in favor of instituting the compulsory health system. 

On Tuesday afternoon, June 13, almost a month after Physicians, as such, and as citizen taxpayers, have a natural 

the initial vote try-out on amendments, recorded on page interest in the issues involved. It is suggested that the 

448 of the June issue of CaLtrorta AND WESTERN MEDICINE, COmponent county societies and their members give careful 
the proposed compulsory health insurance law was again Consideration to the information here appended.* 


given place on the Assembly calendar, as a special order. * For other items, see pages 6 and 62. 


“No” Votes (Assemblymen Supposedly Not in Favor of a Compulsory System: Voted “No” on A. B. 2172) 


Name Occupation Party Dist. 

Allen, Engineer 
Bashore, Lee T. -Rancher 
Burns, Hugh M... Funeral Director 
Burns, Michael J..............---.--.< Master Mechanic 
Burson, Roscoe W... 
Call, Harrison Wm... 
Carlson, Arthur W... 

Cassidy, James Menno Manufacturer's Representative. 
Clarke, George A 
Corwin, Gordon W... 
Cronin, Melvyn I.. 
Daley, Jeanette E:. 
Desmond, Earl D. 
Dilworth, Nelson S 
Field, C. Don 
Fulcher, Clinton J.. 
Gallagher, Dan 
Gannon, Chester F... 
Garland, Gordon H... 
Gilmore, Joseph P... 
Green, Robert Miller.. 
Houser, Frederick F. Attorney ... 
Johnson, Gardiner Attorney 
Kepple, Gerald C Attorney 
Knight, T. Fenton 
Kuchel, Thomas H..................../ Attorney 
Leonard, Jacob M Commercial Secretary 
Lyon, Charles W. Attorney 
Maloney, Thomas A. Insurance 
Miller, Eleanor 
Millington, Seth -Lawyer 
O'Donnell, John H.. ..Attorney ... 
Phillips, James H Attorney 

Poulson, Norris Certified Public Accountant 
Redwine, Kent H. 
Salsman, Byrl R 
Sawallisch, Harold F. 

Scudder, Hubert B. 

Sheridan, Bernard A 
Stream, Charles W. 
Thorp, James E 7 
Thurman, Allen G.... ... Newspaperman 
Walker, Clarence R .--Farmer 
Waters, Frank J., Jr... ..Lawyer 
Watson, Clyde A. ...Orange Grower 
Weber, Charles M. ..Civil Engineer-Farmer 
Weybret, Fred 
Wollenberg, Albert C 


Home Address 


63 1646 W. 29th St., Los Angeles 
a 250 Live Oak, Glendora 
GU’ dasenssssticaniicninisneladinanents 2055 San Joaquin St., Fresno 
1 1644 Summer St., Eureka 
40 . Fillmore 
ae x -Eaton Dr., Redwood City 
| Piedmont 
RB ws .....1520 Eighty-ninth Ave., Oakland 
a Rt. 1, Box 54, Le Grand 
: 749 Chestnut Ave., Redlands 
 —_— ....1424 Fifth Ave., San Franeisco 
te ix 4430 Boundary St., San Diego 
Suse ...2022 Twenty-second St., Sacramento 
76 Or «---..------L19 N, Buena Vista St., Hemet 
ME oeaa .1552 Rideway Dr., Glendale 
Bat 
Se ee .1670 Folsom St., San Francisco 
eed 3543 H St., Sacramento 
38 Woodlake 
2h. x ..442 Excelsior Ave., San Francisco 
28 . 214 Nineteenth Ave., San Francisco 
53. 19 W. Pine St., Alhambra 
a3 ....765 San Luis Ra., Berkeley 
ae... ....1952 Valley View, Whittier 
48 Rt. 1, Box 390, La Canada 
75 -Bank of America Bldg., Anaheim 
oa Hollister 
a ...1052 S. Redondo Blvd., Los Angeles 
BOD siccutestnconsemanmiises 350 Missouri St., San Francisco 
aa ---..251 S. Oakland Ave., Pasadena 
> ss 
DS --608 Cleveland St., Woodland 
RS. xc 27 Contra Costa Pl., Oakland 
56... 3729 Tracy St., Los Angeles 
a 1618 N. Las Palmas Ave., Los Angeles 
30... 1861 Fulton St., Palo Alto 
Oy Ses ..437 Fifteenth St., Richmond 
we cane ..506 S. Main St., Sebastopol 
DD wcctavacesececscunssracisenssacehs 2314 Mitchell St., Oakland 
80 P. O. Box 21, Palm City 


12 Lockeford 
6 


77 


58 1163 Fourth Ave., Los Angeles 
We  aicpctscnntemabasccumean 273 N. Harwood St., Orange 
BR ku ...300 First National Bldg., Stockton 
35 Star Route, Soledad 
By sects eeewrdnocsns 2748 Steiner St., San Francisco 


ec os puecy ens danasimnaeennmens 


“Aye” Votes (Assemblymen Supposedly in Favor of a Compulsory System: Voted in Favor of A. B. 2172) 


Name Occupation Party Dist. 
Atkinson, Maurice E. Journalist 70 
Bennett, F. Ray Attorney 


Collins, George D., Jr. Attorney 1456 Union St., San Francisco 
Del Mutolo, M. G.... 


— i wine js ..1731 Glen Una Way, San Jose 
Dills, Ralph C 


Home Address 


actenbiconcoewtidaanswoneustaces 906 Obispo Ave., Long Beach 
5041 Gafford St., Los Angeles 


saaiieccenanlenns eaikbeiendeacances 1505 N. Spring St., Compton 
Doyle, Thomas J Business Manager- 


Retired Ry. Conductor. 

Hawkins, Augustus F. Business 

Heisinger, S. Farmer-Poultryman 
Kilpatrick, Vernon ... Publisher 

King, Cecil R .... Merchant 

Massion, Jack Druggist 

Miller, George P Civil Engineer 

Peek, Paul .Attorney 


Ch ddstsnaiine semboncaacaseae 4333 Griffin Ave., Los Angeles 
e ..719 E. 43d Place, Los Angeles 
Rt. 4, Box 90E, Fresno 

1116 S. Flower St., Los Angeles 

, Los Angeles 


Anrvwrwo 


» 
~ 


1424 Benton St., Alameda 

--.-2363 Pine Ave., Long Beach 

Research oe ----248 S. Olive St., Los Angeles 

Reaves, Sngineer a <n 964 Tenth St., San Pedro 

Richie, Ses ae --..4264 Menlo Ave., San Diego 

BROWEREIARE, TORE css csc desevececmccaed Attorney eves -...1924 E. 4th St., Los Angeles 

Voigt, Ernest O woes 3651 Cardiff Ave., Los Angeles 
Williamson, Ray 


-41 Roselyn Terrace, San Francisco 
Yorty, Samuel William............Manufacturing 463 S. Lake St., Los Angeles 
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CALIFORNIA PHYSICIANS’ SERVICE* 
Informative Bulletins 


BuLLeETIN I 


California Physicians’ Service will offer coverage to the 
public in groups before the end of this month. This state- 
ment is indicated by progress reports of the vast amount of 
detail necessary to set up this state-wide organization. 
While the technical set-up to handle the thousands of antici- 
pated accounts has been developed in recent weeks, the busi- 
ness department has been contacting employee groups, one 
of which is to be the first signatory to a California Phy- 
sicians’ Service contract. 


An early meeting of the trustees will pass upon the sug- 
gested accounting system; upon the fee schedules—which 
are about completed—and the boundaries of the twenty-one 
medical administrative districts into which the state has 
been divided for the purpose of administering California 
Physicians’ Service. The districts, which will be submitted 
to the trustees for adoption, will each be under the direction 
of a deputy medical director. At present they are outlined 
as follows, this tentative outline representing the advice of 
professional members. 

District No. 1—San Francisco, San Mateo, and Marin 
counties. 

District No. 3—Alameda, Contra Costa. 

District No. 5—Santa Clara, Santa Cruz. 

District No. 7—Mendocino, Sonoma, Lake, Napa, Solano. 

District No. 9—Humboldt, Del Norte. 

District No. 11—Fresno, Merced, Mariposa, Mono, Inyo, 
Madera, Kings, and Tulare. 

District No. 13—San Joaquin, Amador, Alpine, Stanis- 
laus, Calaveras, and Tuolumne. 

District No. 15—Sacramento, Sutter, Yuba, Sierra, Ne- 
vada, Placer, and Eldorado. 

District No. 17—Glenn, Butte, Colusa, and Yolo. 

District No. 19—Siskiyou, Trinity, Shasta, and Tehama. 

District No. 21—Modoc, Lassen, and Plumas. 


Southern California: 


Districts Nos. 2, 4, 6, 8—Los Angeles County. 

District No. 10—Orange. 

District No. 12—San Luis Obispo, Santa Barbara, and 
Ventura. 

District No. 14—San Diego, Imperial. 

District No. 16—Kern. 

District No. 18—Riverside, San Bernardino. 

District No. 20—San Benito, Monterey. 


Extreme care has been taken in selection of the deputy 
medical directors for the districts, and professional mem- 
bers have been given the opportunity to express their ap- 
proval of those under consideration. A list of professional 
members will be published shortly, and at the same time a 
bulletin of instructions will be forwarded to each pro- 
fessional member, coincident with actual coverage of the 


public groups. 
’ * +s 


Buttetin II 
July 1, 1939. 
California Physicians’ Service, during the five months 


of its active life, has made tremendous progress, a survey 
of its accomplishments reveals. 


The coverage forms, or contracts, between California 
Physicians’ Service and the beneficiary members, now are 
off the press and ready for use. Intensive investigation was 
necessary, and was made, before these forms were com- 
pleted, in order to comply with the many technicalities of 
this phase of the Service. 


* Address: California Physicians’ Service, 220 Montgomery 
Street, San Francisco. Telephone: EXbrook 3212. Manager, 
Mr. Allen Widenham, 
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The list of doctors for the booklet of professional mem- 
bers also is off the press and is being distributed. 


Making out of certificates of membership for profes- 
sional members has been completed and these certificates 
are being mailed to nearly 5,000 professional members. 


California has been divided into twenty-one medical dis- 
tricts for purposes of administration of California Phy- 
sicians’ Service. Dr. Morton R. Gibbons, Sr., State Medi- 
cal Director, and Dr. E. Vincent Askey, Assistant Medical 
Director, with the Trustees, will select deputy medical 
directors for each of the districts from the lists sent in 
from practically every district. 


The general accounting system, another very technical 
part of California Physicians’ Service, inasmuch as it must 
cover records of several hundred thousand beneficiary mem- 
bers and the services of about 5,000 doctors, has been 
worked out. Cards for the office records have been ordered. 

The Trustees of California Physicians’ Service realize 
that the professional members have been looking forward 
to an early start of California Physicians’ Service and feel 
that if the professional members in general could visualize 
the tremendous mass of detail necessary before a start 
could be made, it would be appreciated that a great deal 
has been accomplished in a remarkably short period of time. 

The question in which all professional members are most 
interested is, “When will service actually be offered to the 
public?” 

The answer now can be given. 

The answer is, “Service is now being offered—today.” 


California Physicians’ Service is under way. Representa- 
tives of beneficiary groups are being welcomed at Cali- 
fornia Physicians’ Service headquarters and negotiations 
are under way with some of these groups. The business 
department is in contact with other groups. These are em- 
ployed groups. Service to the other classes of beneficiary 
members, contemplated by California Physicians’ Service, 
will follow as soon as practicable. 


602 Mills Building, 220 Montgomery Street, 
San Francisco. 


COUNTY SOCIETIES 


KERN COUNTY 

The Kern County Medical Society held a regular meet- 
ing at the Mercy Hospital in Bakersfield on Thursday 
evening, May 18. Dr. Chester Mead presided. 

Dr. L. A. Packard reported that to the Kern County 
Tuberculosis Association had been submitted a project 
which would require the codperation of the Medical Society 
for finding of the early cases of adult tuberculosis and 
tuberculin testing of the preschool child. Doctor Packard 
moved that in the event the project was approved by the 
Executive Board of the Tuberculosis Association, the Presi- 
dent appoint a committee to serve in an advisory capacity. 
The motion was carried. 

Dr. William T. Grant of Los Angeles presented an in- 
structive paper on the Surgical Treatment of Epilepsy. 
He outlined the diagnosis and medical treatment and then 
illustrated the results of surgical treatment by slides. In 
the surgical treatment he discussed cortical excision of 
scars, subtemporal decompression, sympathetic ganglion- 
ectomy, and removal of the carotid body. He cited the 
statistics of Penfield on the results of cortical excision in 
which 43 per cent of forty-four patients operated were 
cured, 32 per cent improved, and 25 per cent were not 
helped. The importance of the early diagnosis of epilepsy 
in children and following head injuries was stressed. 

Doctor Grant’s paper provoked much discussion. The 
meeting was then adjourned, following which refreshments 
were served. C. S. Compton, Secretary. 
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MONTEREY COUNTY 


The regular meeting of the Monterey County Medical 
Society was held on June 8 at the El Camino Hotel, King 
City. Two motion pictures were shown on Abdominal- 
Perineal Resection and Subtotal Gastrectomy. The guest 
of honor was Dr. Dorus Brumwell of King City, who has 
practiced for fifty years in Monterey County. 

Hersert C. ARCHIBALD, Secretary. 


we 
PLACER COUNTY 


The Placer County Medical Society held its May meet- 
ing in the Freeman Hotel, Auburn, on Saturday evening, 
May 27. The meeting was called to order at eight o’clock 
by Dr. William M. Miller, President. The following mem- 
bers were present: Doctors Eveleth, Empey, Lundegaard, 
Padgett, Pedersen, Peeke, Peers, and Weddle. 


The application of Dr. Frederick Harry Benteen of 
Grass Valley for membership was read for the second time 
and, on motion duly seconded, Doctor Benteen’s application 
was unanimously accepted and he was declared a member 
of the Placer County Medical Society. 


The following matters came before the Society : 


1. A letter from Association Secretary Kress regarding 
application of a physician in the Placer County Medical 
Society territory for permission to retain his membership 
in the Alameda County Society. The members present 
endorsed the action of the Secretary giving permission for 
the physician to retain his present membership for a limited 
period of time. 


2. Letters and telegrams between the President and 
Secretary and our representatives at the State Legislature 
concerning matters before the Legislature pertaining to 
public health. The members present voiced thir appreci- 
ation of the manner in which our representatives have 
recorded their votes in the interests of public health and 
the high standards of medicine. 


3. The proposed fee schedule of the California Phy- 
sicians’ Service as furnished to the delegates at the Del 
Monte meeting. The members of the Society who were 
present and who are professional members of the California 
Physicians’ Service discussed the letter of A. W. Widen- 
ham, General Manager of the California Physicians’ Serv- 
ice, relative to the districting of the northern part of the 
state. 


4. Correspondence regarding the special assessment of 
$10. A number of those present paid the $10, and there 
seemed to be a unanimous endorsement of the action of 
the House of Delegates in levying the assessment. 


5. The President and Secretary reported on their confer- 
ence with Doctor Napier relative to the Public Health 
survey of the Placer Union High School and Placer Junior 
College, which survey was requested by the principal, 
Doctor Napier. The President and Secretary were in- 
structed to continue the conferences. 


6. The matter of a fee schedule affecting physicians and 
surgeons, when physicians are called upon to act as wit- 
nesses before a coroner’s jury or before the superior court 
or in any other county matters, was discussed. The Secre- 
retary reported on a conference at which he, with Presi- 
dent Miller and Vice-President Empey, was in consultation 
with one of the county officers, after which the Secretary 
wrote a letter bearing on the subject of fees. This letter 
was approved with one amendment. 

It was the opinion of the members present that a meet- 
ing should be called for July at the Tahoe Tavern. 

Rosert A. PErErs, Secretary. 


we 
SAN JOAQUIN COUNTY 


The regular meeting of the San Joaquin County Medical 
Society was held at Pete’s Place, Valley Springs, on June 1. 
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The meeting was called to order by Dr. Ray Owens. The 
application of Dr. W. T. Auld for membership in the San 
Joaquin County Medical Society was favorably reported 
upon by the Admissions Committee. There being no ob- 
jections from the floor, he was declared a member. 

The petition of Dr. John C. Lynch for membership in 
the San Joaquin County Medical Society was submitted 
and referred to the Admissions Committee. The appli- 
cation of Dr. R. A. Buchanan for retired membership on 
account of sickness was presented. It was moved by Doctor 
Thompson, seconded by Doctor Boehmer, that the San 
Joaquin County Medical Society accept this petition and 
request retired membership from the California Medical 
Association. 

A delightful time was had by all, refreshments being 
furnished by the Roma Winery and the Shewan-Jones 
Winery of Lodi. The Lodi members of the local society 
proved very gracious and capable hosts. No paper was 
presented at this meeting, its absence being more than made 
up by an instrumental and vocal duo and the prevailing 


good-fellowship. G. H. Rourspacuer, Secretary. 


Ly 
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SAN MATEO COUNTY 


A meeting of the Board of Directors was held in the 
private dining room at Mills Memorial Hospital on May 24. 

The Secretary announced that he had received a com- 
munication from A. W. Widenham, General Manager of 
the California Physicians’ Service, requesting that the So- 
ciety furnish him with names of members who would be 
acceptable as deputy medical directors in this district. . .. 

There was brief discussion of the special assessment 
voted by the House of Delegates at the annual session at 
Del Monte. There was practically unanimous approval of 
the motives behind the assessment, and it was the opinion 
of the Board that every county society member be asked to 
whole-heartedly codperate with the efforts of the Cali- 
fornia Medical Association in connection with the new 
public education program. .. . 


J. Garwoop BripcMan, Secretary. 
& 
VENTURA COUNTY 
The regular monthly meeting of the Ventura County 
Medical Society was held at the Saticoy Club on April 11. 
There were nineteen members present. Guests included 
Doctors Olds, Tonn, Green, Allen, Daley, Gilman, Bishop, 
Dudley, Tipton, and Conrad. 
Doctor Olds spoke on the Differential Diagnosis of Acute 
Perforating Ulcers of the Stomach and Duodenum. 
Doctor Smolt made a motion, seconded by Doctor Coffey, 
that a resolution be introduced at the House of Delegates 
to allow councilors’ expenses. The motion carried. 
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Y t ty 


The regular monthly meeting of the Ventura County 
Medical Society was held at the Saticoy Club on Tuesday, 
May 9. 

There were twenty-four members present. Guests in- 
cluded Doctors H. F. Diedrich of Los Angeles, Dudley, 
Daley, and Bishop of the County Hospital, and Dr. Grace 
Thomas of the Camarillo State Hospital. 

Doctor Diedrich spoke on Abdominal Pain in Infants. 
He discussed the causes and treatment of colic in detail. 


A report of the Del Monte meeting of County Society 
secretaries was given by Doctor Morrison. 

Doctor Osborn made a motion, seconded by Dr. L. Smolt, 
that a committee of five, including the President and the 
Secretary, be appointed to contact interested men and sug- 
gest names for district medical director and deputy district 
medical director. The following committee was appointed : 
Doctors Drace, Osborn, and Stoll. 


A. A. Morrison, Secretary. 
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CHANGES IN MEMBERSHIP 
New Members (53) 


Alameda County 


Katherine S. Bishop Charles E. Mooser 


Imperial County 
William H. Haakinson 


Kern County 


Fred J. Crease C. B. Stockton 


Los Angeles County 
G. Edward Cassady Dominique G. Laberge 
Herbert M. Coulter Benjamin Levine 
John E. Cummings Helen E. Martin 
Robert C. Donham Joseph H. Patterson 
Theodore M. Ebers Clarence R. Pentz 
Ameen Fareed William A. Pettit 
Morris L. Fink Douglas W. Ritchie 
William Paul Frank Gordon Rosenblum 
William R. Gibson Mary Ada Ross 
Joe Spangler Haskell Elie Louis Touriel 
J. Lawrence Hawkins Walter Scott 
Frank I. Horn Ernest W. Townsend 
John L. Jackson Arthur J. Toy 
Yacob K. Kelleyan Fred E. Woods 
Morton M. Kimura 


Mendocino County 
H. O. Cleland 


San Bernardino County 

Elmer Otto Carlson 
San Diego County 

Anne B. Geiger 

San Francisco County 
Clayton G. Lyon 
David G. Mason 
Guy H. Mize 


Nicholas S. Pedersen 
Alfred G. Spencer 


F. Graham Evers 
James T. Fitzgerald 
M. Alice Grady 
Clement P. Kansora 
Otto F. Krebs 
San Joaquin County 
William T. Auld 
San Luis Obispo County 
William Edwin Seiler 
Sonoma County 


Robert S. Quinn 
Stanislaus County 


Warren N. Steele, Jr. 


Ventura County 


J. Lyle Spellmann 


Edgar R. Sizer 
Transferred (7) 

Ray L. Allison, from Los Angeles County to Riverside 
County. 

C. A. Gregory, from Napa County to Sonoma County. 

Bernard E. McGovern, from San Diego County to Los 
Angeles County. 

Kirtland G. Parks, from Orange County to Los Angeles 
County. 

Sheldon A. Payne, from Santa Barbara County to Los 
Angeles County. 

Aaron J. Rosanoff, from Los Angeles County to Sacra- 
mento County. 


Aaron Roth, from Los Angeles County to New York 
State Association. 


Resigned (2) 
Albert K. Baldwin, from Los Angeles County. 
Hannah J. Beatty, from Los Angeles County. 
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dn Memoriam 


Alden, Bertram Francis. Died at San Francisco, May 
14, 1939, age 66. Graduate of Cooper Medical College, San 
Francisco, 1894. Licensed in California in 1895. Doctor 
Alden was a member of the San Francisco County Medical 
Society, the California Medical Association, and a Fellow 
of the American Medical Association. 


+ 


Deakin, Stanley McClure. Died at Napa, June 1, 1939, 
age 53. Graduate of the College of Physicians and Sur- 
geons, Los Angeles, 1912, and licensed in California the 
same year. Doctor Deakin was a member of the Napa 
County Medical Society, the California Medical Associ- 
ation, and the American Medical Association. 


* 


Ferry, Francis C. Died at Sawtelle, May 25, 1939, 
age 59. Graduate of the University of Southern California 
School of Medicine, Los Angeles, 1903. Licensed in Cali- 
fornia in 1909. Doctor Ferry was a member of the Los 
Angeles County Medical Association, the California Medi- 
cal Association, and the American Medical Association. 


* 


Kahn, Adolph James. Died at Los Angeles, March 29, 
1939, age 82. Graduate of Bellevue Hospital Medical Col- 
lege, New York, 1886, and licensed in California the same 
year. Doctor Kahn was a retired member of the Los An- 
geles County Medical Association, the California Medical 
Association, and the American Medical Association. 


* 


Mohs, Oscar Kemper. Died at San Francisco, June 11, 
1939, age 47. Graduate of the University of California 
Medical School, San Francisco, 1920, and licensed in Cali- 
fornia the same year. Doctor Mohs was a member of the 
San Francisco County Medical Society, the California 
Medical Association, and the American Medical As- 
sociation. 


Frequent Check-ups After Age of 40 Are Imperative — 
Frequent structural check-ups after the age of 40 are im- 
perative for the person who wishes to retain physical ef- 
ficiency and vigor, Mrs. Miriam Townsend Sweeny, New 
York, declares in Hygiea, The Health Magazine. 


“No person need fear the years after 40 if he will adapt 
and adjust himself to warning signals, check up on their 
portent and act accordingly,” she maintains. 


“During the forties certain structural changes often ap- 
pear which, if disregarded, are likely to become well estab- 
lished at 50. Heads, necks and shoulders begin to droop; 
chests tend to become depressed ; stomachs protrude ; backs 
round over above or cave in below; feet protest under the 
strain of increased weight and wrong use; fat pads appear 
in definite areas; a ‘dowager’s hump’ or a ‘spare tire’ is 
registered. 

“As a result of these changes, circulation, digestion and 
elimination tend to become troublesome, sluggish and pre- 
carious ; muscles become flabby from lack of use and re- 
fuse to do their work of holding the structure together 
properly.” 

Such disorders can usually be corrected in their begin- 


nings if one makes a constructive attempt to overcome 
them. 


“Important as activity is to the preservation of bodily 
fitness,” says the author, “there are times and conditions 
when relaxation should be substituted for activity until 
tenseness is gone and fatigue eliminated.” She recommends 
lying flat on a bed, couch or floor for a moment in the 
middle of the day, or before the evening meal. 
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THE WOMAN'S AUXILIARY TO 
THE CALIFORNIA MEDICAL 
ASSOCIATION?t 


MRS. FREDERICK N. SCATENA 


President 
MRS. WILLIAM C. BOECK. 


Chairman on Publicity 


Report of the President: For the Year 1938-1939 
To the Members of the Auxiliary: 


The California State Convention in Pasadena last May 
took place just previous to the annual convention of the 
Woman’s Auxiliary to the American Medical Association 
in San Francisco, and was indeed an opportune time for 
me to assume the office of state president. It gave me the 
privilege of attending the National Board meeting and of 
becoming acquainted with many of the women with whom 
I was to have correspondence and official contacts during 
the year. 

The California State Board meeting was held early in 
September in Santa Monica. We were fortunate to have 
most of the Board members and some of the county presi- 
dents with us. Plans for the year’s Auxiliary activities 
were discussed. 

t ? ¥ 


Following the suggestion of last year’s attractive and 
capable president, Mrs. Hobart Rogers, we planned the 
official visits to the northern and central counties of the 
state early in the year, and on September 14 my corre- 
sponding secretary, Mrs. Eric Larson, and I set out on our 
good-will tour. 

Tulare County was the first auxiliary visited. This was 
a luncheon meeting at the hospitable home of Mrs. J. C. 
McClure, and presided over by her. This was an excellent 
beginning to our year’s activities. 

Kern was our next destination. This was a dinner meet- 
ing held at the El Tejon Hotel in Bakersfield. Mrs. P. N. 
Root, the delightful president, is fortunate in having an 
excellent membership in her county. 

Dinner in Bakersfield and luncheon the next day in 
Oakland, is covering considerable territory. A visit to 
Alameda County Auxiliary gives one an insight into the 
reasons why this county is always to the front. Mrs. Frank 
Baxter, gracious and efficient, is fortunate in having a very 
fine board associated with her. 

We were unable to get answers to our letters from Butte 
County, and decided while in that district to use Sunday 
afternoon to contact some of the women who were officers 
last year. This we did, and had a most pleasant and profit- 
able interview with Mrs. W. H. Barnes, and through her 
got in touch with Mrs. N. T. Enloe, who is the county 
president. She came to the state mid-winter board meeting 
and gave a splendid report. 


Santa Clara County, ably presided over by Mrs. M. D. 
Baker, had a most delightful meeting, followed by tea. 
The place of meeting was at the home of Mrs. Russell Lee 
in Palo Alto; a perfect setting for a social and inspi- 
rational meeting. We truly had a traditional Stanford 
background. 


We put the car on a river-boat at San Francisco and 
made a leisurely trip to Sacramento: As we pulled away 
from the dock, leaving San Francisco in the background, 
we seemed to be just drifting through fairyland. To add 
to the beauty of the occasion, a full moon was shining. 


+ As county auxiliaries of the Woman’s Auxiliary to the 
California Medical Association are formed, the names of 
their officers should be forwarded to Mrs. William C. Boeck, 
State Chairman on Publicity, 712 North Maple Drive, 
Beverly Hills. Brief reports of county auxiliary meetings 
will be welcomed by Mrs. Boeck and must be sent to her 
before publication takes place in this column. For lists 
of state and county officers, see advertising page 6. The 
Council of the California Medical Association has instructed 


the Editor to allocate two pages in every issue to Woman’s 
Auxiliary notes, 
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This was an official business trip, but my secretary and I 
did get joy and pleasure out of it. To be really truthful, 
that is just what the year has brought to me. Sacramento, 
the capital of this great state, is filled with history. We 
arrived early, so took advantage of the time to visit the 
Crocker Art Gallery. A luncheon meeting, presided over 
by Mrs. A. G. Spencer, followed. Sacramento is the home 
of our 1939-1940 Auxiliary president, Mrs. Frederick 
Scatena. 

The women of Monterey County held their meeting at 
the Del Monte Lodge, Mrs. Garth Parker, the acting presi- 
dent, driving over from Salinas for the occasion. These 
are the women who have done so much to make this con- 
vention a success. Surely, in all the world there could be 
no lovelier place for such a gathering. 

Marin County held its meeting in San Rafael. This was 
a dinner meeting, held at the Marin County Country Club; 
another beautiful place. The men and women meet at the 
same place for dinner. However, the meetings are sepa- 
rate. The president, Mrs. Bernard J. Conroy, was unable 
to be present because of a new arrival in the family. A de- 
lightful round-table was the order of the evening, presided 
over by Mrs. Harry Hensler. 

At all the meetings reported above, speeches urging the 
women to help defeat the Humane Pound Act were made. 

Mrs. H. E. Henderson, President of Santa Barbara 
County Auxiliary, invited us for dinner, which was fol- 
lowed by the regular meeting. I also made a few remarks 
before the men’s meeting. Mrs. Henry Ullmann entertained 
the Auxiliary with a tea in her lovely home, especially 
honoring your president and corresponding secretary. Her 
home has a most unusual setting ; it has beauty and charm, 
and Mrs. Ullmann is one of the most dynamic and gracious 
women I have ever had the pleasure of meeting. She is 
doing much for the cancer educational campaign being 
put on by the National Cancer Control Committee. 

San Diego has been most active this year, as shown by 
the report of the January meeting. Mrs. Chester O. Tanner, 
the president, was in Vienna at the time, and Mrs. R. Emer- 
son Bond was acting president. 

In Riverside County a joint meeting with the men was 
held. Mrs. W. W. Roblee, the president, asked Mrs. Larson 
and me to come and bring our husbands. This was a very 
fine meeting. Doctors Kress and Dukes were the speakers 
of the evening. The Public Medical Service Plan was the 
subject of the evening talks. The women met for a brief 
session after the men adjourned. 

En route to the State Board meeting we visited San 
Joaquin County. The meeting was held in Stockton. Mem- 
bers of the Board had luncheon at the home of Mrs. Percy 
Gallegos. We arrived a little early and had a nice oppor- 
tunity to visit with the hostess and county president, Mrs. 
G. K. Wever. The regular meeting was held later at the 
home of Mrs. Verne Ross, and was followed by tea. 

The mid-winter Board meeting was held in San Fran- 
cisco on February 17. We had a good attendance of the 
Board and were pleased to have a good number of county 
presidents as well. The visit of the National President, 
Mrs. Charles C. Tomlinson, was a real pleasure to us all. 
She made a brief visit to Los Angeles after leaving San 
Francisco. 

After the Board meeting, we were guests of the San 
Francisco Woman’s Auxiliary at a delightful tea at the 
San Francisco County Medical Association Building. The 
San Francisco Physicians’ Art Society was holding its first 
annual exhibit there at that time, and this was an added 
pleasure. The talented president, Mrs. Thomas Gibson, 
made a charming hostess. This social function was a 
pleasant ending to a strenuous day. 

Returning from San Francisco, we met with the women 
of San Luis Obispo. Mrs. C. R. Kennedy is their president. 
They have an enthusiastic membership. 

The official meeting of the Los Angeles County Auxiliary 
was held in Long Beach. The president, Mrs. William H. 
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Leake, was in Mexico at the time, and Mrs. William C. 
Boeck, first vice-president, presided. Dr. Lowell S. Goin 
spoke on the Public Medical Service Plan of the California 
Medical Association. 

Orange County Auxiliary asked us to a meeting held in 
the home of Mrs. G. Wendell Olson in Fullerton. Mrs. 
Hiram Currey, the president, presented a most interesting 
program. Tea followed. 

7 v v 


We have on our Board this year very fine women who 
have taken their positions seriously and have done their 
part to carry on the work of the Auxiliary. 

The National Program Chairman sends suggestions to 
our State Program Chairman, who suits them to our needs 
and sends them on to the county chairmen. At all meetings 
which we attended, constructive programs were presented. 
Speakers on scientific subjects and health measures; re- 
views of medical fiction books; plays written and given by 
the members of the Auxiliary, all have gone to make up the 
year’s programs. 

We have stressed Hygeia, the official publication spon- 
sored by the American Medical Association. The counties 
have codperated by placing it in schools, public waiting 
rooms, beauty parlors, and doctors’ offices. 

The Membership Chairman has been successful in bring- 
ing in two counties—Ventura and Stanislaus. 

The Editor and Publicity Chairman and her committee 
have gotten out two editions of Courier this year. This, 
I am told, is the only magazine in the country published by 
a State Woman’s Auxiliary. I have had several letters 
from out of the State, complimenting us on this publication. 

The Public Health Activities Chairman has made an 
effort to keep her department active. Six of the counties 
have codperated and have done splendid work. 

A great effort has been made by the Library Chairman 
to have the books in the State Library used, but she has 
met with very little response. 

At all times the women of the Auxiliary have been ready 
and willing to give all possible aid to the doctors in any 
health program or legislative issue, and to assist in any 
way they would like to have them. 

Mrs. Larson and I have driven about 4,200 miles, visiting 
seventeen county auxiliaries. From my record I find I have 
sent out approximately 500 letters; 125 of these were the 
membership and book lists. 

Encouraging friendships among the profession and their 
families is an important part of our work, I believe. We 
are, or should be, ambassadors of good will as we go about 
in our daily activities. We have in our hands an oppor- 
tunity to further a kindly feeling among the laity and the 
medical men. 

Mrs. Ciirrorp A. Wricut, President. 


+ 
In Memoriam* 


Another year has passed and as we pause to look about 
us we find vacancies in the ranks of our membership. Our 
annual convention gives us an opportunity to greet old 
friends, to make new friends, and to remember lovingly 
the friends we have lost. To have known and worked with 
them was a privilege and an inspiration. Just as each one 
has contributed an individual part toward the success of 
our Auxiliary we, in turn, must do our work with the same 
spirit of loving service and devotion, because the ultimate 
success of an organization means the continued effort of 
each and every member within it. 

As we rise, may I read the names of our departed 
friends, lighting a candle in memory of each of them: 

Alameda County—Mrs. R. B. Penzotti, Mrs. Robert 
Glenn, and Mrs. John Stark. 

Los Angeles County—Mrs. Henry B. Stehman of Pasa- 
dena. 


* By Mrs. Thomas E. Gibson, San Francisco. 
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San Francisco County—Mrs. Otto Pflueger and Mrs. 
Robert Martin. 

This prayer which I shall read has always seemed to me 
to express a sentiment we all feel at this time: 

“All you who mourn the loss of loved ones and at this 
hour remember the goodness, the hope, and the sweet com- 
panionship that have passed away with them, give ear to 
the word of comfort spoken in the name of our God. Only 
the body has died and has been laid in the dust. The spirit 
lives and will live forever in the shelter of God’s love and 
mercy. But in this life the loved ones continue in the re- 
membrance of those to whom they were precious. Every 
act of goodness they performed, every true and beautiful 
word they spoke, is treasured up and becomes an incentive 
to conduct by which the living honor the dead. 


“To the dear departed whom we now remember, may 
peace and blessings be granted in life eternal; may they 
find grace and mercy before the Lord of heaven and earth; 
may their souls rejoice in that ineffable good which God 
has laid up for those who fear him, and may their memory 
be a blessing unto those who treasure it.” 


* 


News Letter 
Dear Auxiliary Members: 


Greetings from your new chairman of publicity, who 
wishes at this time to thank your efficient Mrs. Fred H. 
Zumwalt for all her good suggestions for the carrying out 
of the many seemingly arduous duties of this office. But 
for her I should not have known where or how to start, and 
I am deeply grateful. May I prove as worthy of the trust 
placed in me, and I promise that I shall try to serve you 
well. 


As they come in to us, we are placing the names and 
addresses of the new county presidents on page 6 of this 
publication, where you will always find the roster of Aux- 
iliary officers. Use this page. It is your directory, and 
through these names you should always be able to contact 
any state or county officer. 

This month we print the splendid report of her year’s 
work given at the Del Monte convention by our outgoing 
president, Mrs. Clifford A. Wright. Also Mrs. Thomas E. 
Gibson’s beautiful tribute, “In Memoriam.” Next month 
we hope to have the report of the convention itself. 

May I express for all of us our appreciation of the beauty 
of the spot and of the warm hospitality which makes it 
such fun to go to a convention at Del Monte. 

Most sincerely yours, 
Mrs. WiLt1AM C. Boeck, 
State Chairman on Publicity. 


Component County Auxiliaries 


Fresno County 


The final meeting of the Auxiliary to the Fresno County 
Medical Society was held on May 9 at the California Hotel. 
Thirty-two members attended the spring luncheon. 


Dr. Neil Dau was the speaker, telling about the Fresno 
Children’s Summer Health Camp that is held each year at 
Dinkey Creek. 


Mrs. Chester M. Vanderburgh, outgoing president, re- 
ported on the State Convention Held at Del Monte. 

The Fresno Auxiliary was pleased and happy to learn 
that Mrs. A. E. Anderson, one of our own members, was 
made president-elect of the State Auxiliary. 


New officers were elected: Mrs. Kenneth Staniford, 
president; Mrs. Neil Dau, vice-president; Mrs. Edwin 
Scarboro, secretary ; Mrs. Frank Ruff, treasurer ; and Mrs. 
L. Glynne Price, historian. 

Mrs. Cuar_es H. [nGram, Publicity Chairman. 
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Los Angeles County 


The Los Angeles Auxiliary held its final meeting of 1938- 
1939 season at the Woman’s Athletic Club on Tuesday, 
May 23. 

Mr. S. K. Cochems, Executive Secretary of the Los 
Angeles County Medical Association, addressed the eighty- 
five members and guests present. Mr. Cochems’ topic was 
The Larger Responsibilities, the responsibilities of doctors’ 
wives. 

Mrs. Charles Castlen read her own delightful compo- 
sition, entitled Could You Marry a Doctor? 

The State president, Mrs. Clifford Wright, made a short 
address, touching on the Highlights of the Del Monte Con- 
vention. 

The following officers for the coming year were installed : 
President, Mrs. E. Eric Larson of Los Angeles; first vice- 
president, Mrs. Ralph B. Eusden of Long Beach; second 
vice-president, Mrs. John Martin Askey of Los Angeles; 
recording secretary, Mrs. Jay B. Cosgrove of Los Angeles; 
treasurer, Mrs. Paul D. Foster of Los Angeles; and di- 
rectors, Mesdames William Daniel of La Cafiada, Clyde E. 
Harner of Long Beach, Hyman Miller of Los Angeles, 
Fred Speik of Pasadena, K. P. Stadlinger of Burbank, and 
W. Benbow Thompson of West Los Angeles. 

Mrs. William Boeck, Vice-President, made a motion that 
$50 from the treasury be donated to the Cancer Fund. The 
motion carried, and Mrs. C. G. Stadfield, Treasurer, was 
instructed to forward the money. Mrs. Boeck reported a 
membership of 611, seventy-four of which are new. 

Annual reports were read by the chairmen of the follow- 
ing committees: Legislative, Philanthropy, Program, Pub- 
licity, Hygeia, Reservations, and Membership. 

Mrs. Kart Von Hacen, Publicity Chairman. 


we 


Marin County 


The last meeting for the year of the Woman’s Auxiliary 
to the Marin County Medical Society was held at the Sleepy 
Hollow Country Club on Thursday evening, May 25. 
Officers unanimously elected for the coming year were: 
Mrs. C. A. DeLancey, president; Mrs. George A. Land- 
rock, first vice-president; Mrs. M. E. Hazeltine, second 
vice-president ; Mrs. Lloyd G. Tyler, secretary; and Mrs. 
Elmer W. Smith, treasurer. 

The members of the medical society then joined the 
women for a “bring-your-husband dinner” and entertain- 
ment which the Auxiliary members had prepared. Mrs. 
C. A. DeLancey had written and directed a very clever and 
amusing play, Charity Begins at Home, which was the 
feature of the evening. Members of the Auxiliary were 
the cast. Dr. Lawrence Knox of Berkeley sang several 
songs beautifully, and Dr. Alex Miller of San Rafael 
played a number of delightful piano compositions. Mrs. 
Bernard J. Conroy, the retiring president, was presented 
with a lovely gift from the Auxiliary by Mrs. C. C. Ever- 
man. Dancing concluded this most successful evening. 

Mrs. Bernarp J. Conroy. 


Santa Crus County 


The Woman’s Auxiliary to the Santa Cruz County Medi- 
cal Society met at the Hotel Appleton in Watsonville on 
Monday, May 22. Luncheon preceded the meeting. Four- 
teen members were present. 

It was voted to take a membership in the Public Health 
League. 

Mrs. O. C. Marshall and Mrs. F. P. Shenk gave reports 
on the recent convention held at Del Monte. 

Mrs. Phillips was presented with a gift, in appreciation 
of her having been our efficient president for two years. 

The next meeting will be held on the fourth Monday in 
September at Rio Del Mar, with the new officers taking 
charge. 

Mrs. R. C. AtsBerce, Publicity Chairman. 
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Imminent Spontaneous Fall in Syphilis Rate Predicted. 
—That the groundwork has been laid for an imminent 
spontaneous fall in the incidence of syphilis is indi- 
cated by the high incidence of the disease which prevails 
in the age group who acquired their syphilis before the 
advent of the discovery of the. spirochete (1905), the 
development of important arsenic and bismuth prepara- 
tions and the knowledge of the serologic tests, G. H. 
Hansmann, M. D., Milwaukee, declares in The Journal 
of the American Medical Association for May 6. 


He points out that elderly persons who contracted their 
syphilis thirty or forty years ago and who received no or 
very inadequate treatment will presently drop out of the 
picture and consequently there will be an appreciable 
spontaneous drop in the incidence of syphilis. 


Evaluations of the prevalence of syphilis are often mis- 
leading, Doctor Hansmann believes. “There can be no 
intelligent discussion of syphilis on the basis of the num- 
ber of serologic tests per thousand of population,” he 
contends. “The least information for an intelligent dis- 
cussion would appear to be the number of individuals 
represented by the tests per given area, the personal and 
the economic consequences of the disease, what the treat- 
ment has to offer the individual, and the functional and 
anatomic integrity of the body resulting from causes other 
than syphilis and the inadvertent serious consequences of 
the treatment. 


“A positive serologic test for syphilis is usually taken 
as a signal to turn on the spigots of antisyphilitic treat- 
ment. When the marked divergence between positive tests 
and structural evidences of syphilis as studied clinically, 
by x-ray and at death is viewed, thorough medical men 
must often wonder whether we do not have too implicit 
faith in a positive serologic test for syphilis. 


“We must bear in mind that a person who has a posi- 
tive serologic test may be actually or concurrently suffer- 
ing from any of the other diseases which may be inter- 
preted as syphilis because of a positive serologic test. 
Experience at postmortem examination has taught me 
that if the brain, cardiovascular system, liver, hemato- 
poietic organs (those concerned with formation of the 
blood) or kidney is vulnerable or actually diseased, the 
consequences of antisyphilitic treatment are too often 
grave. Antisyphilitic treatment is therefore not to be 
undertaken lightly.” 


Joint Health Committee Reorganised—A _reorgani- 
zation of the Joint Committee on Health Problems in Edu- 
cation of the American Medical Association and the Na- 
tional Education Association is announced in The Journal 
of the American Medical Association for March 25. 


The general principles of the reorganized committee 
include that it shall be constituted of the two associations 
as a whole and not of any department or section of either 
one; that it shall include no representatives of other health 
agencies and shall be strictly a joint committee of the par- 
ticipating organizations; that it shall consist of five repre- 
sentatives of each organization who shall be appointed to 
serve one, two, three, four, and five years, respectively, 
for their first terms and five-year terms thereafter and 
shall not be eligible for more than two successive terms. 

The principal objectives of the committee are defined as: 
(a) to promote a joint understanding between physicians 
and teachers; (b) to bring to bear on health problems in 
education the best thoughts in medicine and pedagogy; 
(c) to identify health problems in education and endeavor 
to promote constructive solutions for them; (d) to seek 
publication of the conclusions of the committee through the 
columns of the periodical publications of the participating 
organizations whenever possible and to publish pamphlets 
principally as reprints when special indications for such 
publication exist. 





MISCELLANY 


Under this department are ordinarily grouped: News Items; Letters; Special Articles; Twenty-five Years Ago column; 
California Board of Medical Examiners; and other columns as occasion may warrant. Items for the News column must be 
furnished by the fifteenth of the preceding month. For Book Reviews, see index on the front cover, under Miscellany. 


NEWS 


Coming Meetings 

American Medical Association, New York, June 10-14, 
1940. Olin West, M.D., Secretary, 535 North Dearborn 
Street, Chicago, Illinois. 

California Medical Association, Hotel Del Coronado, 
Coronado, May 6-9, 1940. George H. Kress, M. D., Secre- 
tary, 450 Sutter Street, San Francisco. 

Nevada Medical Association, Reno, September 22 and 23, 
1939. Horace J. Brown, M.D., Secretary, P. O. Box 689, 
Reno, Nevada. 


Medical Broadcasts* 
Los Angeles County Medical Association 


The radio broadcast program for the Los Angeles County 
Medical Association for the month of July is as follows: 
Saturday, July 1—KFI, 10:30 a. m., The Road of Health; 

KFAC, 11:30 a. m., Your Doctor and You. 

Thursday, July 6—KECA, 9:45 a. m., The Road of Health. 
Saturday, July 8—KFI, 10:30 a. m., The Road of Health; 

KFAC, 11:30 a. m., Your Doctor and You. 

Thursday, July 13—KECA, 9:45 a. m., The Road of Health. 
Saturday, July 15—KFI, 10:30 a. m., The Road of Health. 

KFAC, 11:30 a. m., Your Doctor and You. 

Thursday, July 20—KECA, 9:45 a. m., The Road of Health. 
Saturday, July 22—KFI, 10:30 a. m., The Road of Health; 

KFAC, 11:30 a. m., Your Doctor and You. 

Thursday, July 27—KECA, 9:45 a. m., The Road of Health. 
Saturday, July 29—KFI, 10:30 a. m., The Road of Health; 
KFAC, 11:30 a. m., Your Doctor and You. 


Study Institute on Blood and Blood-Forming Organs. 
The University of Wisconsin Medical School is to conduct 
an Institute for the Consideration of the Blood and Blood- 
Forming Organs, September 4 to 6, 1939. The program is 
to include papers and round-table discussions by European 
and American workers in the fleld of hematology. 

Physicians and others who are interested are cordially 
invited. A detailed program may be obtained by address- 
ing Dr. Ovid O. Meyer, Chairman of Program Committee, 
University of Wisconsin Medical School, Madison, Wis. 


American Congress of Physical Therapy.—The eight- 
eenth annual scientific and clinical session of the American 
Congress of Physical Therapy will be held September 5-8, 
1939, at the Hotel Pennsylvania, New York City. Pre- 
ceding these sessions the Congress will conduct an intensive 
instruction seminar in physical therapy for physicians and 
technicians—August 30, 31, September 1 and 2. 

The instruction seminar should prove of unusual interest 
to physicians and technicians. The clinics which comprise 
half of the schedule make this course outstanding for its 
practical value. As in the past, outstanding clinicians and 
teachers will participate. Registration is limited to one 
hundred, and is by application only. For information con- 
cerning seminar and preliminary program of convention 
proper, address American Congress of Physical Therapy, 
30 North Michigan Avenue, Chicago. 


* County societies giving medical broadcasts are re- 
quested to send information as soon as arranged (stating 
station, day, date and hour and subject) to CALIFORNIA 
AND WESTERN MEDICINE, 450 Sutter Street, San Francisco, 
for inclusion in this column. 
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American Public Health Association.—This year the 
Western Branch of the American Public Health Associ- 
ation, representative of the eleven western states, the three 
western provinces of Canada, and the territories of Alaska 
and Hawaii, will meet in Oakland, California, July 23 to 28 
(at the Hotel Oakland). 

A program of outstanding interest, not only to public 
health workers but to physicians, social workers, and edu- 
cators as well, has been prepared. Important features will 
be a health education symposium and a panel discussion on 
government and medicine. 


Both the advent of the Sixth Pacific Science Congress, 
with which group several joint sessions will be held, and 
the Golden Gate International Exposition on Treasure 
Island are expected to add greatly to the attendance at this 
meeting. 

For information, write to W. P. Shepard, M. D., Secre- 
tary, Western Branch, American Public Health Associ- 
ation, 600 Stockton Street, San Francisco. 


Dread Heart Disease Halted by New Method.—An 
important new development in the world-wide campaign to 
halt the inroads of angina pectoris, one of the most painful 
and dreaded of all human heart complaints, is announced 
by the University of California Medical School. 


The treatment requires a specially designed abdominal 
belt, the use of which increases the return of venous blood 
to the heart by raising the intra-abdominal pressure. In 
cases of obesity, the belt relieves the diaphragm of the 
counterweight of the abdomen, allowing the diaphragm to 
function more normally. The consequent improvement in ° 
coronary circulation is roughly proportionate to the filling 
of the heart with blood. Abdominal support serves for the 
relief of pain during the time that the weight is being 
reduced by dietary measures. It has been found that, during 
treatment, the usual drugs may be dispensed with. Also, 
with certain modifications, the treatment may be used effec- 
tively on slender people. 


Knudsen Award in Industrial Medicine.—At the recent 
convention of the twenty-fourth annual meeting of the 
American Association of Industrial Physicians and Sur- 
geons in Hotel Statler, Cleveland, Dr. C. O. Sappington 
of Chicago was named winner of the W. S. Knudsen Award 
for the Most Outstanding Contribution to Industrial Medi- 
cine during 1938-1939... . 


The award was made on the basis of Doctor Sappington’s 
new book, “Medicolegal Phases of Occupational Diseases.” 
It is an exposition in nontechnical language of the various 
aspects of the occupational disease problem as it affects 
employer, doctor, and lawyer. 


As a critical analysis of the medicolegal problem it con- 
siders particularly the measurement and evaluation of in- 
dustrial exposures; the interpretation and application of 
information relating to physical examinations, diagnosis, 
clinical laboratory work and x-ray findings ; the correlation 
of industrial and medical information in terms of cause and 
effect relationships; occupational disease legislation; case 
decisions of damage suits ; commission hearings and review 
cases ; and insurance coverage. .. . 
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University of California Medical Chairmen. — The 
following chairmen of divisions of the Medical School for 
the next academic year were announced: Anatomy, J. B. 
deC. Saunders; bacteriology, K. F. Meyer; biochemistry, 
C. L. A. Schmidt; legal medicine, A. M. Kidd; medical 
history and bibliography, L. Porter ; medicine, W. J. Kerr; 
dermatology, H. E. Miller; neurology, M. B. Lennon; psy- 
chiatry, E. W. Twitchell ; preventive medicine, S. P. Lucia; 
medico-military science and tactics, A. J. Bayley ; obstetrics 
and gynecology, F. W. Lynch; pathology, C. L. Connor; 
pediatrics, F. S. Smyth; pharmacology, C. D. Leake ; physi- 
ology, J. M. D. Olmsted; surgery, H. C. Naffziger; an- 
esthesia, Dorothy A. Wood; ophthalmology, F. C. Cordes; 
orthopedic surgery, L. C. Abbott; otorhinolaryngology, 
W. B. Smith; roentgenology, R. S. Stone; urology, 
F. Hinman. 


Postgraduate Medical Courses for Practicing Phy- 
sicians.—Stanford University School of Medicine, in co- 
operation with the San Francisco Department of Public 
Health and the San Francisco Hospital, has announced a 
series of postgraduate courses to be held August 28 to 
September 1, 1939, inclusive. 


There will be a registration fee of $25. An additional 
fee of $10 will be made to cover the cost of materials used 
in Course 8, Surgical Anatomy and Operative Technique. 


Each physician may take a morning and an afternoon 
course, and all physicians should attend the evening general 
meetings. Registration closes on August 22. 


All fees are payable to Stanford University School of 
Medicine, and checks and applications for registration in 
these courses should be mailed to the Dean, Stanford Uni- 
versity School of Medicine, 2398 Sacramento Street, San 
Francisco, not later than August 22. 


MorRNING COURSES 
Monday, Tuesday, Wednesday, Thursday, and Friday 
8:30-12:00 


Course 1—Traumatic Injuries and Fractures. (At San Fran- 
cisco Hospital). 


This coure will deal with the diagnosis and treatment of 
fractures and other traumatic injuries. 

Course by Drs. J. W. Cline, Roy Cohn, Leo Eloesser, F. A. 
Fender, Delbert Hand, Nelson Howard, Donald King, Carle- 
ton Mathewson, Jr., J. M. Meherin, and E. J. Morrissey. 


Course 2—Obstetrics. 


This course will be devoted exclusively to obstetrical 
problems, The following subjects will be discussed: The 
newer aspects of normal and abnormal pelves in relation to 
labor; vitamins, endocrines, and metabolism in the prenatal 
period; toxemias and their treatment; surgical problems in 
obstetrics; obstetrical accidents; obstetrical analgesia and 
anesthesia; fetal and maternal mortality. 

Course by Drs. D. A. Dallas, D. W. deCarle, L. A. Emge, 
Cc. F. Fluhmann, P. E. Hoffmann, T. H. Kelley, A. V. Pettit, 
K. L, Schaupp, H. A. Stephenson, and Hans Von Geldern. 


Course 8—Diseases of the Genito-Urinary Tract. 


This course will review the common disorders of the 
genito-urinary tract by lectures and discussions, and by 
demonstrations of diagnostic and treatment methods in the 
out-patient clinic, ward rounds, operative and cystoscopic 
clinics. 

Course by Drs. J. R. Dillon, James Ownby, L. R. Reynolds, 
and William Sumner. 


Course 4—Cardiology. (Two sections limited to fifteen phy- 
sicians in each section.) 


This course will consist of rounds in the medical wards, 
conferences, bedside demonstrations of patients and dis- 
cussions of problems relating to diagnosis and treatment of 
heart disease. Diagnosis and treatment will be stressed 
and special topics, including coronary disease, heart disease 
in children, cardiovascular syphilis and electrocardiography, 
will be discussed. 

Section at Lane Hospital by Drs. C. W. Barnett, A. L. 
Bloomfield, William Dock, J. K. Lewis, William Newman, 
Ann Purdy, and David Rytand. 

Section at San Francisco Hospital by Drs. George Bar- 
nett, A. J. Cox, L. H. Garland, Lovell Langstroth, Carol 
McKenney, J. M. Read, C. F. Sweigert, and D. L. Wilbur. 
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AFTERNOON COURSES 
Monday, Tuesday, Wednesday, Thursday, and Friday 
1:30-5:00 
Course 5—Diagnosis and Treatment of Malignant Tumors. 


This course will consider (1) present-day theories of the 
origin and nature of cancer; (2) methods for diagnosis, in- 
cluding the criteria of malignancy, indications and tech- 
nique for biopsy; and (3) principles of surgical and radio- 
logic treatment, with discussion of the specific indications 
offered by the various histologic and regional groups of 
tumors. 


Course by Drs. J. R. Dillon, L. G. Dobson, L. A. Emge, 
L. H. Garland, E. F. Holman, Donald King, Eric Liljen- 
crantz, R. R. Newell, F. L. Reichert, Robert Scarborough, 
and D. A. Wood. 


Course 6—Allergic Diseases. 


The more common allergic diseases seen by the general 
practitioner will be reviewed, stressing the diagnosis and 
treatment of hay fever, allergic asthma, urticaria and 
eczema, the allergic manifestations in childhood, and allergy 
in nose and accessory sinus disease. The technique of 
cutaneous and intradermal tests and patch tests will be 
demonstrated. The source, preparation and standardiza- 
tion of extracts used will be described and the methods of 
desensitization outlined. Patients will be presented. 


Course by Drs. R. E. Ashley, Jack Cohn, J. L. Courtright, 
S. H. Hurwitz, M. T.-R. Maynard, August Reich, and Min- 
nola Stallings. 


Course 7—Neurology and Psychiatry. 


This course will consider the diagnosis and treatment of 
the common disorders of the central nervous system, with 
special emphasis on the treatment of the psychoneuroses in 
general practice, a consideration of special problems in 
neurosurgery and neuropathology, and the indication for 
and use of shock treatment (insulin and metrazol) in the 
psychoses. 


Course by Drs. Joseph Catton, F. A. Fender, G. S. John- 
son, E. G. Lion, H. W. Newman, F. L. Reichert, W. F. 
Schaller, and J. M. Wolfsohn. 


Course 8—Surgical Anatomy and Operative Technique. 
(Limited to twenty-four physicians. ) 


This course will be conducted in the dissecting room and 
the experimental laboratories; will include dissection of 
special regions and instruction and practice in the tech- 
nique of various operations. 

An additional fee of ten dollars will be made to cover the 
cost of material used in this course. 

Course by Drs. Burt L. Davis, Donald King, and G. W. 
Nagel. 

COURSES FOR SPECIALISTS 


Monday, Tuesday, Wednesday, Thursday, and Friday 
Mornings. 9:00-12:00; Afternoons, 2-5:00 


Course 9—Ophthalmology. (For specialists only; general 
practitioners are not eligible for this course.) 


This course will cover such problems as cataract, glau- 
coma, ocular tumors, slit-lamp technique by discussions, 
demonstrations and conferences, in the out-patient depart- 
ment, laboratories, and operating room. 


Course by Drs. Hans Barkan, Jerome Bettman, William 
E. Borley, Charles DeVaul, Max Fine, Avery Hicks, Robert 
Irvine, George Lachman, Dohrmann Pischel, Gaynelle 
Robertson, Frank Rodin, H. Gordon Smith, and Wilber 
Swett. 


Course 10—Anesthesiology. (Limited to six physicians. 
Only those whose practice already includes anesthesi- 
ology will be eligible to this course.) 

This course will review physiology, preliminary medi- 
cation, anesthesia in infants; obstetric analgesia and an- 
esthesia; the rectal, intravenous, spinal, and inhalation 
methods of administration, using the newer anesthetic 
agents. 


Course by Drs. Emelie Andersen, E. ,H. Case, Adena 
Dutton, Winifred Golenternek, W. B. Neff, L. A. Rethwilm, 
J. A. Stiles, and Laverne Wright. 

GENERAL MEETINGS 
Tuesday, Wednesday, and Thursday Evenings 
Lane Hall— 8:00-10:00 o’clock 

Meeting 1—Tuesday evening, August 29: Peripheral-Vascu- 

lar Diseases, by Dr. Frederick L. Reichert. 
Meeting 2—Wednesday evening, August 30: Vitamin Ther- 

apy, by Dr. Garnett Cheney. 
Meeting 8—Thursday evening, August 31: Problems in Der- 


matology, by Dr. Harry E. Alderson and Dr. Merlin T.-R. 
Maynard. 
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Chinese Do Not Pay Doctors to Keep Them in Good 
Health.—The widely quoted statement that the Chinese 
pay their doctors to keep them well instead of to cure their 
illnesses has no basis in fact, J. D. Laux, Chicago, declares 
in the June issue of Hygeia, the health magazine. 


While the origin of the myth cannot be traced, Mr. Laux 
says, “like so many other quoted and requoted statements 
that gain credence by repetition, the original is apparently 
the mere idea of some individual.” One avowed basis is a 
reported interview with a Chinese, dignified by impressive 
footnotes which cannot be traced to any authentic source. 

The foolishness of the idea is apparent when one con- 
siders that the average Chinese family is able to spend only 
30 cents annually for medical care. “If $600 per year is 
taken as the minimum income for a qualified physician,” 
the author observes, “5,000 persons would have to con- 
tribute 12 cents per capita to keep the physician alive and 
an additional $400 to $500 a year would be necessary to 
keep him equipped for active work. This would mean that 
about 10,000 Chinese would be necessary to support a phy- 
sician—a number for which no practitioner could properly 
care. 


“In China there is only one modern trained physician 
for every 30,000 inhabitants, as compared with one for 768 
in the United States. The dearth of qualified physicians in 
China and the well-known impoverished status of its people 
also would seem to question the validity of a Chinese system 
of payment for preventive medical services. 


“In China, as in every other country, rich persons often 
request physicians to devote their entire practice to keeping 
them well. Nevertheless, even under such an arrangement 
the physician receives an income that remunerates him for 
his services both in attempting to keep his patient well and 
in treating the patient when sick.” 


Biological Photographic Association.—The ninth an- 
nual convention of the Biological Photographic Association 
will be held September 14 to 16, at the Mellon Institute for 
Industrial Research, Pittsburgh, Pennsylvania. The pro- 
gram will be of interest to scientific photographers, scien- 
tists who use photography as an aid in their work, teachers 
in the biological fields, technical experts and serious ama- 
teurs. It will include discussions of motion picture and 
still photography, photomicrography, color and mono- 
chrome films, processing, etc., all in the field of scientific 
illustrating. Up-to-date equipment will be shown in the 
technical exhibit ; and the Print Salon will display the work 
of many of the leading biological photographers here and 
abroad. 


The Biological Photographic Association was founded 
nine years ago because of the growing need for expert illus- 
trative material for scientific research and teaching. Many 
workers were solving their problems in their own way. 
But, obviously, they were wasting time and effort in indi- 
vidually repeating experiments that had been worked out 
elsewhere. The Biological Photographic Association was 
formed to act as a clearing house for new ideas, to pool 
experiences, record standard procedures and disseminate 
information. Its aims were scientific and all services have 
been volunteered by officers and members on a nonprofit 
basis. 

The Biological Photographic Association Journal is pub- 
lished quarterly, constituting a volume of about 250 pages, 
which is furnished free to members. Membership privi- 
leges include an authoritative question and answer service; 
also the right to borrow loan albums and exhibits of scien- 
tific prints for study and display. 

Further information about the Association and the con- 
vention may be obtained by writing the Secretary of the 
Biological Photographic Association, University Office, 
Magee Hospital, Pittsburgh, Pennsylvania. 
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State Play Camp for Diabetic Children Planned.— 
A graphic demonstration of the fact that the diabetic child 
can play just as long and as hard as his normal companions, 
is to be offered by the University of California Medical 
School with the establishment of a recreation camp for the 
diabetic children of the state July 31 to August 27. The 
camp will be in the University’s own Whitaker Forest in 
Tulare County, and will be divided into two periods of two 
weeks each. It is hoped to be able to provide full recre- 
ation facilities for about the same price that would be 
charged at an ordinary recreation camp, and to give treat- 
ments to the children without cost in the event that enough 
funds can be raised for this service. 


While any child, boy or girl between the ages of seven 
and sixteen, living in any part of the state, may apply for 
admission, it will be necessary to restrict the attendance to 
30 for each two weeks’ period, to fit the camp accommo- 
dations. It is hoped that in future years, when the Uni- 
versity is able to obtain sufficient funds, the camp will be 
enlarged to accommodate many more. 


Pacific Coast Oto-Ophthalmological Society.—The 
twenty-seventh annual meeting of the Pacific Coast Oto- 
Ophthalmological Society was held in the Fairmont Hotel, 
San Francisco, California, on Monday, Tuesday, Wednes- 
day, Thursday, June 19, 20, 21, and 22, 1939, under the 
auspices of the following officers: President, Frederick C. 
Cordes, M. D., San Francisco; first vice-president, E. S. 
Murphy, M. D., Missoula, Montana; second vice-president, 
W. G. Cameron, M. D., Tacoma, Washington; and secre- 
tary-treasurer, C. Allen Dickey, M. D., San Francisco. The 
attendance was excellent, the registration of members being 
the largest in the history of the organization. 


Much credit is due the committees, whose good work 
made possible an annual session of special interest, value, 
and pleasure. 


An outline of the program of events follows: 


Sunday, June 18 
President’s cocktail party, Bohemian Club, 5:30 to 7. 


Monday, June 19 
Morning—9:00-12:30: 
First Scientific Session, Red Room, Fairmont Hotel. 
Afternoon: 


1:30— The annual golf tournament at Claremont Golf 
Club. 


Sightseeing at the Exposition for the nongolfers. 
Evening: 
6:30—Cocktails, Administration Building, Treasure Island. 
7:00—Dinner, Administration Building. 
8:00—Illumination Tour of Exposition. 
Tuesday, June 20 
Morning—9:00-12:30: 
Instruction Courses. 
First Group—9:00-10:30. 
Second Group—11:00-12:30. 
Afternoon—2:00-5:00: 
Second Scientific Session, Fairmont Hotel. 
Wednesday, June 21 
Morning—9:00-12:30: 
Third Scientific Session, Fairmont Hotel. 
Afternoon—1:30: 
Sightseeing at the Exposition. 
Afternoon—3:00: 
Cavalcade of the Golden West, Treasure Island. 
Evening—7:30: 
Men’s banquet, Bohemian Club, San Francisco. 
Women’s banquet. 
Thursday, June 22 
Morning—9:00-12:30: 
Instruction Courses. 
First Group—9:00-10:30. 
Second Group—11:00-12:30, 
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The American Congress on Obstetrics and Gyne- 
cology.—At Cleveland, Ohio, September 11 to 15, 1939, 
under the sponsorship of the American Committee on 
Maternal Welfare, Inc., will be held a series of meetings, 
open to the entire medical profession. For information, 
write to the Association at the Annex, 650 Rush Street, 
Chicago. 


Certification of Coal-Tar Colors Begun by Food and 
Drug Administration.—The first certificates of purity of 
coal-tar colors under the new Federal Food, Drug, and 
Cosmetic Act were issued on May 11, 1939, by the Food 
and Drug Administration. The new law prohibits the use 
of any coal-tar color in foods, drugs, or cosmetics unless 
it has been found to be harmless and suitable and has been 
certified by the Department as to purity. Color certification 
regulations were signed by the Secretary on May 4 and 
became effective on May 9 upon publication in the Federal 
Register. 


Vital Statistics Information:* 
Do You Know?— 


1. That few persons of “pension” age in the United 
States can secure birth certificates transcribed from records 
made at the time of birth because births were not all re- 
corded sixty-odd years ago. 

2. That there is no Federal Vital Statistics Law com- 
pelling the registration of births and deaths. Each state 
has its own registration law and its own methods of col- 
lection and enforcement. 

3. That the only Federal control of birth and death regis- 
tration is achieved through the requirements of the Bureau 
of the Census, Department of Commerce, for admission of 
a state to the National Birth and Death Registration Areas. 

4. That a state need show evidence that certificates are 
on file for only 90 per cent of births or deaths for a given 
year to remain in the National Birth or Death Registration 
Areas. If a state is lax in vital statistics law enforcement, 
a possible 10 per cent of its people may be unable to secure 
copies of their birth certificates at a future date. 

5. That no state was eligible for admission to the Na- 
tional Birth Registration Area until 1915. No state had the 
necessary 90 per cent minimum registration until that time. 

6. That California did not have the required 90 per cent 
minimum registration until 1919, although the California 
Vital Statistics Law was passed in 1905. 

7. That the National Birth and Death Registration Areas 
were not complete until 1933, when Texas was admitted. 
Vital statistics for the United States as a whole were, there- 
fore, not properly comparable with European countries 
until 1933. 

The vital statistician has long felt the need for more 
complete and accurate registration of births and deaths in 
order to compile statistics which reflect a true picture of 
the biological happenings in the population. The Social 
Security Act has brought about an understanding of the 
practical value of birth registration. 

Complete and accurate registration cannot be achieved 
by legislation or compulsion. It cannot be accomplished by 
the threat of heavy penalties laid upon those required by 
law to file birth or death certificates in the event of their 
failure to do so. 

It will come only when every individual realizes his per- 
sonal responsibility in connection with these vital public 
records. Everyone should have a basic knowledge of the 
principles of registration. Everyone should have a thorough 
understanding of the importance of accuracy in the infor- 
mation he may be called upon to give. 

Briefly stated, 100 per cent complete and accurate regis- 
tration can best be accomplished by education, not legis- 
lation; by codperation, not compulsion. 


* Monthly Bulletin, Department of Public Health, San 
Diego. By Mae Goshert, Vital Statistics Clerk. 
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Governmental Nursing Survey.—AlImost half the per- 
sonnel employed by governmental and other health agencies 
are field nurses, according to a twelve-month survey of 
activities in ninety-four selected counties made by the Na- 
tional Health Inventory conducted by the United States 
Public Health Service. 

“On a basis of full-time employees serving in all coun- 
ties studied,” says Dr. Joseph W. Mountin, Senior Surgeon 
of the Service, and others (“Organized Public Nursing 
and Variation of Field Programs,” Public Health Reports, 
May 19, 1939), “nurses outnumber physicians seven to one; 
inspectors, five to one; and dentists, forty-three to one. 
Actually, nearly six thousand public health or field nurses 
are attached to those organizations reporting nursing activi- 
ties in the counties studied. They constitute nearly 50 per 
cent of all employees attached to health agency staffs, 
and their salaries account for about one-third of total 
budgets.” ... 

Whereas nurses of official agencies emphasize instructive 
home service, those of nonofficial health groups feature bed- 
side care as the outstanding objective of their visiting. 
Control of transmissible diseases and child hygiene activi- 
ties represent the most frequent purposes for which in- 
structive service was provided, while general illnesses of 
adults constitute the most common reason for bedside care. 
Maternal and infant services occupy a more prominent 
position in the programs of nonofficial agencies than in 
those of governmentally controlled organizations. Pre- 
sumably because return visits are a more necessary factor 
of bedside care than of instructive service, says the study, 
nurses of nonofficial agencies reported greater intensity of 
service than did their officially employed coworkers. 

“The facts cited here,’ Doctor Mountin concludes, 
“supply additional evidence in support of what is well 
known to health administrators, namely, that official organi- 
zations in most instances seek to accomplish their objectives 
by disseminating information and by instituting regulatory 
measures, while nonofficial agencies operate very largely 
in the field of care for a restricted number of persons 
already ill.” 


American Board of Obstetrics and Gynecology.—The 
American Board of Obstetrics and Gynecology announces 
that at the recent examinations held by the Board at St. 
Louis, Missouri, on May 13, 14, 15, and 16, two hundred 
and fifty-nine candidates were examined. Two hundred and 
twenty-eight candidates were successful in the examina- 
tions and were certified by the Board, twenty-nine candi- 
dates failed, and two examinations were not completed by 
the candidates. 

At the annual meeting of the Board, held in St. Louis 
on May 12, 1939, it was found necessary, on account of 
increased administration expenses, to increase the appli- 
cation and examination fees. Effective immediately, these 
are to be as follows: Application fee $15, payable upon 
submission of application for review by Board. Exami- 
nation fee $75, payable upon notification to candidate of 
acceptance of the application and assignment for exami- 
nation. Neither fee is returnable. This increase does not 
apply to candidates whose applications were filed prior to 
May 12, 1939. 

The next written examination and review of case histo- 
ries (Part 1) for Group B candidates will be held in vari- 
ous cities of the United States and Canada on Saturday, 
December 2, 1939, at 2 p.m. The Board wishes to announce 
that it will hold only one Group B, Part I, examination in 
this and subsequent years. Candidates who successfully 
complete the Part I examinations proceed automatically to 
the Part II examinations held later in the year. 

Applications for admission to Group B, Part I, exami- 
nations must be on file in the secretary’s office not later than 
October 4. 

The general oral and pathologic examinations (Part II) 
for all candidates (Groups A and B) will be conducted by 
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the entire Board, meeting in Atlantic City, New Jersey, 
on June 7, 8, and 9, 1940, immediately prior to the annual 
meeting of the American Medical Association to be held 
in New York City from June 10 to 14, inclusive. 

Applications for admission to Group A, Part II, exami- 
nations must be on file in the secretary’s office not later 
than March 15, 1940. 

For further information and application blanks, address 
Dr. Paul Titus, Secretary, 1015 Highland Building, Pitts- 
burgh (6), Pennsylvania. 


Public Health Service at the University of California. 
More than 44,000 men, women, and children from fifty-six 
counties of California received treatment in the medical 
clinics of the University of California, and 8,300 of them 
were hospitalized at the University Hospital during the 
past two years. 


This fact is pointed out by President Robert Gordon 
Sproul in his current biennial report to Governor Culbert 
L. Olson, which outlines the great number of public serv- 
ices which the University performs in addition to its in- 
struction of more than 25,000 resident students. 


These figures, President Sproul points out, do not include 
5,449 other citizens of California who were sent directly 
to the University Hospital without passing through the 
clinics for diagnosis. In addition, the dental clinics of the 
University provided treatment for 12,446 people of limited 
means during the same period. These treatments were 
given for the cost of materials and labor to individuals who 
otherwise would probably have been forced to neglect their 
dental needs. 


“This service,” President Sproul adds, “was not confined 
to patients within commuting distance of the Medical 
Center in San Francisco, but covered the entire state. 
Under the Medical Clinic program any general practitioner 
in the state who is confronted by an obscure ailment, the 
nature or treatment of which is in doubt, may send his 
patient to the Medical Center for a complete examination, 
after which recommendations for treatment are made. Up 
to the present time one out of every three physicians in the 
state has availed himself of this service. The result has 
been more efficient care for the sick. 


“Correlated with this activity has been that of the State 
Medical Library Package Service. Under this plan central 
repositories for medical works have been established at the 
Medical Center and at the Postgraduate School on the Los 
Angeles campus. Its purpose is to make available to phy- 
sicians of the state journals and books which they cannot 
afford to purchase but which will aid them in improving 
their service to the public. During the past biennium an 
average of 1,200 physicians have borrowed from the libra- 
ries each year. 

“Notable advances have also been made in medical re- 
search. Among these may be mentioned a new method for 
rapid detection of psittacosis, or ‘parrot fever’; determi- 
nation of the cause of poisoning brought on by consumption 
of Pacific Coast shellfish; evidence to show that infantile 
paralysis is not a single disease but a series of closely 
related ailments; and progress made in determining the 
cause of progressive, incurable deafness.” 


Press Clippings.—Some news items from the daily press 
on matters related to medical practice, follow: 


“Health” Bill Ils Defeated 

Sacramento, June 14 (UP).—A state system of com- 
pulsory health insurance, pledged by Governor Culbert L. 
Olson and opposed as “‘government interference” by the 
State Medical Association, was overwhelmingly defeated 
by the California Assembly last night, 20 to 48. 

The bill called for a program estimated to cost $60,000,000 
a year for medical benefits and hospitalization for em- 
ployees earning less than $3,000 annually. Employee tax 


Vol. 51, No. 1 


and employer contribution, similar in character to the State 
Unemployment Compensation Act, was to have financed the 
measures, 

Roundly assailed by the Medical Association, although 
highly praised by individual physicians, the defeated meas- 
ure at least prompted a voluntary insurance scheme from 
the Medical Association itself. 

The California Physicians’ Service, under the leadership 
of Dr. Ray Lyman Wilbur of Stanford University, already 
is in operation. Insurance is limited to employed groups of 
five or more persons earning less than $3,000 a year. For 
$2.50 a month per person, subscribers receive complete 
medical and surgical care. 

Under the profession’s plan, patients may choose their 
own doctors, who are paid standard sums by the California 
Physicians’ Service.—Los Angeles Herald, June 14. 


State Health Insurance Bill Loses 


Sacramento, June 13 (AP).—The State Assembly tonight 
overwhelmingly rejected an Administration bill calling for 
the establishment of a compulsory state health insurance 
program. 

The House voted, 48 no to 20 aye, against the Rosenthal 
bill on the subject. Tonight’s vote formally settled the 
matter, Earlier in the session an amendment was defeated 
which would have required a ratifying vote of the people 
at a general election before the bill became effective.—Los 
Angeles Times, June 14. 

* * * 


Death Stroke Dealt Olson Health Plan 

Sacramento, June 14.—Compulsory state health insurance 
was in the Legislature’s graveyard today. 

By a vote of 48 to 20 the lower House overwhelmingly de- 
feated virtually this last of the Administration’s measures. 

Introduced by Assemblyman Ben Rosenthal, the measure 
carried the backing of Governor Culbert L. Olson, who 
sponsored it as a part of the platform on which he was 
elected. 

The vote, however, was mainly a formality. 

Earlier in the session an amendment was defeated which 
would have required a ratifying vote of the people at a 
general election before the bill became effective. Vote on 
the amendment was considered a test. 

Most legislators had felt the bill would be allowed to die 
without forcing another roll call. 


In presenting the measure, Rosenthal advanced it as “‘the 
most progressive piece of legislation this session.”’ 


It provided for employer-employee contributions to 
finance the plan.—San Francisco Call-Bulletin, June 14. 


What Goes On?* 
A Morning Thought— 


When one’s all right, he’s prone to spite 

The doctor’s peaceful mission ; 

But when he’s sick, it’s loud and quick 

He bawls for a physician. —Eugene Field. 


The Olson compulsory insurance plan would impose a 
clerical detail on busy physicians that they should not be 
compelled to bear. Besides which, if anyone thinks such a 
service would be an improvement on the present free clinic 
plan, he is entitled to at least one more think. 


Naturally, a full-paying patient is going to get first call 
on the services of his physician and on his time and re- 


search necessary to a proper diagnosis and treatment of 
individual requirements. 


With mechanized state medical care, doctors would be 
deluged with hypochondriacs determined to get their 
“‘money’s worth.’”’ Each of these ‘‘cases’’ would require a 
record kept and voluminous reports made to a state au- 
thority set up for the purpose. Gradually and inevitably 
this medical oversight would be shunted over to less ex- 
perienced assistants. 


Doctors Give Freely of Time and Talent 


There is hardly a physician, including those at the head 
of their profession or leaders in specialized fields, who does 
not now give an appreciable percentage of his time and 
freely devote his talent to work either in clinic, hospital, or 
the privacy of his own consulting room (usually all three) 
for which he gets no pay at all or remuneration entirely 
out of proportion to the services rendered. 


It is no secret that physicians and surgeons have a sliding 
scale of charges, and what’s wrong with that? We know 
two men who recently underwent complicated, almost 
identical, major operations. One of these patients paid 
$1,000 for the job; the other, $50 at the rate of $5 a month. 
The $50 meant far more to that individual than the $1,000 


* By Chapin Hall. 
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did to the other patient, yet by reason of youth and in- 
herent possibilities for future usefulness, the $50 man is by 
far of greater potential value to his fellow men. Besides, 
compulsory anything is abhorrent to democratic ideals— 
even compulsory health. 


Hire a Doctor for Two-Fifty a Month 


The California Medical Association has worked out a 
better scheme that lacks the mass compulsion of the state 
plan; costs little more except that the tax is not hidden and 
at the same time gives those who prefer medical insurance 
without public exposure a chance to have it. 

Under this plan the insured would pay $2.50 a month into 
a professionally controlled central agency. When ill he may 
choose his own physician and hospital. For 50 cents a 
month less, or $2, the patient gets the same service, except 
he must pay regular charges for the first two visits. This 
to discourage trivial demands upon the doctor’s time. 

This form of insurance, which is the Medical Association’s 
counter proposal to the socialized, bunglesome state plan, 
would apply at first to employed groups whose members 
earn no more than $3,000 a year. It seems a far more sensi- 
ble approach to a problem that has been largely whipped 
up from very frothy ingredients. . . . —Los Angeles Times, 
May 13. 


Hospital Bill Signed by Olson 


Nonprofit Service Groups Permitted by Johnson 
Measure 


Sacramento, June.14 (Exclusive).—Signing of Assembly 
Bill 1712, dealing with nonprofit hospital service corpora- 
tions, Was announced by Governor Olson today. 

The bill, by Assemblyman Gardiner Johnson, amends the 
insurance code so as to provide that hospital associations 
may indemnify beneficiaries or subscribers for the cost and 
expense of professional medical services rendered in con- 
nection with hospitalization. 

The measure permits any nonprofit hospital service corpo- 
ration to merge or consolidate with any old company or 
corporation operating as a nonprofit hospital corporation 
and provides procedure. Such corporations shall be exempt 
from taxes other than real estate and office equipment 
taxes. Through the agency of this measure it is expected 
that hospital service can be rendered subscribers to any 
plan at a cost within the ability of many who now find costs 
almost prohibitive, according to the sponsors of the bill. 


zs. * * 


Premarital Examination Bill Signed 


Sacramento, June 5 (AP).—The Kenny bill, requiring a 
premarital syphilis test, was enacted into California law 
today with the signature of Governor Olson. 


Under terms of the bill a judge of the Superior Court may 
waive the requirements or authorize a marriage even if one 
of the parties is infected. 


Other details of the measure include: 


Misrepresentation of identity or other essential facts 
called for on the certificate renders the person guilty of a 
misdemeanor, and the county clerk issuing a license in 
violation of the law’s provisions also is guilty of a mis- 
demeanor. 


All records of the tests are private.—Los Angeles Times, 
June 6. 
. = 
Mothers to Get Syphilis Tests 


Sacramento, May 11 (Special to The News).—Governor 
Olson today approved a bill passed by the Legislature pro- 
viding for the examination of pregnant mothers to curb the 
spread of syphilis. 

Under provisions of the measure, which will become law 
some time in September, licensed physicians will be re- 
quired to make the prenatal tests, submit confidential 
reports to the state so that steps may be taken to treat the 
infected women to safeguard the health of the children 
prior to birth.—San Francisco News, May 11. 


s* 8s # 


Doctors Pledge Aid to City 


Coéperation of the San Francisco County Medical Society 
and heads of various hospitals and clinics was sought and 
gained yesterday by the Department of Public Health in 
solving the problem of giving premarital examinations to 
local residents. 


At a meeting at the Health Center building it was decided 
that all those who apply for marriage licenses be referred 
to their physicians or established clinics by the department; 
that physicians will charge the lowest possible fee for such 
examinations; that those enrolled in medical clinics shall 
have the examination performed there at regular clinic 
rates, and finally that the Department of Public Health will 
assist the clinics in carrying the serological burden of any 
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such applicant who may be judged indigent and unable to 
pay clinic rates. 

Those meeting with Health Director J. C. Geiger were 
Doctors Langley Porter, Edwin Bruck, O. W. Whitecotton, 
L. B. Coblentz, Norman Epstein and George K. Herzog; 
Miss Raymonda Dawson of Mary’s Help Hospital, Miss 
Elizabeth Senicul of St. Mary’s Hospital and Miss Juliet 
Eisendrath of Children’s Hospital. 


A list of clinics is now being prepared for the marriage 
license bureau, Doctor Geiger said. 


Belief there will be no permanent reduction in the number 
of marriages performed in California because of the new 
law was expressed by Dr. W. M. Dickie, State Health Di- 
rector. 


He said the only people expressing fear the law would not 
work and would cause people to be married out of the State 
were the old and middle-aged whom the law would not 
affect.—San Francisco Chronicle, June 22. 


ss. * *# 


State Medical Act Case Is Delayed 


Municipal Judge Harold B. Landreth today delayed until 
June 21 final arguments on the probation pleas of Edward 
C. Hurlbert and his wife, Olive, who pleaded guilty to vio- 
lating the Medical Practice Act by dispensing a so-called 
“sure cure’’ for tuberculosis. 

The court instructed Deputy City Attorney John Con- 
cannon and Defense Attorney Grant Cooper to present their 
final arguments summing up their cases a week from today. 


Hurlbert was called to the stand yesterday as one of the 
final witnesses for the defense to explain his alleged cure. 


He said that he considered his treatment a sure cure “if 
the patient is not too far gone.”” Hurlbert denied that the 
name of his product, ‘“‘Erus Eruc,”’ which spells ‘‘sure cure’”’ 
backwards, was intended to convince patients that they 
were certain to be cured in all cases. 


Cc. E. Grier, Chairman of the San Bernardino County 
Board of Supervisors and staunch supported of the Hurl- 
bert cure, read into the record a resolution adopted by the 
Board urging the court to give favorable consideration to 
the probation appeal.—Los Angeles Evening Herald and 


Express, June 14, 
2 * * 


Growing Concern in Public Health 


A shift in interest from education to public health is 
indicated by a survey of the monetary assistance granted 
by 243 leading foundations during 1937, the latest year for 
which complete figures could be had. For medical research, 
medical education, the erection and support of hospitals and 
for other purposes related to medicine and public health, 
these foundations granted in the year named $13,495,898, or 
slightly more than one-third of their total disbursements. 


Education, for many years the foremost concern of foun- 
dations, dropped to second place and received but one- 
fourth, or $9,170,318, of the total gifts. The other leading 
fields in which foundations subsidize projects are, in the 
order of their importance from the standpoint of grants: 
social welfare, $4,695,880; the physical and biological sci- 
ences, $2,253,298; government and public administration, 
$1,710,598; economics, $1,353,386. 

Public health is unquestionably the outstanding concern 
of many groups. The fact is reflected in the many pro- 
posals for government participation in its promotion. Health 
of the individual, health of the community, health of the 
nation, are among the things most to be desired. But the 
approach should be made with that surety which can come 
only with the test of experience.—Napa Register. 


Citizen Doctor Bill to Olson 


Sacramento, June 20 (INS).—Further applicants to prac- 
tice medicine in California would have to be United States 
citizens, if a bill now before Governor Olson receives his 
signature. 


The measure was introduced by Chester Gannon, Sacra- 
mento Assemblyman. 


It provides that after July 1, 1940, all applicants wishing 
to be licensed by the state medical and osteopathic boards 
shall either be citizens or prove they were enrolled in a 
medical school before the 1940 date.—San Francisco Call- 
Bulletin, June 20. 

am s * 


Attorneys Discuss Low Rate Legal Service 


Los Angeles lawyers today were discussing proposals 
which have been advanced in various sections of the coun- 
try for the establishment of legal service groups whose 
members would make small, regular payments for legal 
advice when needed. 


Whether the American Bar Association should permit its 
members to serve such groups is a question that will be 
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debated at the annual meeting of the Association next 
month at San Francisco. 

In a report to be presented to the meeting, the Associ- 
ation’s Committee on Professional Ethics and Grievances 
reports that the volume of inquiry from persons who are 
considering the formation of groups for the purpose of ob- 
taining legal services at low rates is interesting. The 
problem is one which the profession soon must solve, ac- 
cording to the committee, which states: 

“There has been much discussion in recent years of the 
profession’s duty to provide legal services for all persons 
at such rates as they are able to pay, and free of charge for 
those who are unable to pay anything. 

“The idea of the free legal aid bureau has spread rapidly 
in recent years as the result of the profession’s recognition 
of its duty to those who need legal service and cannot pay 
therefor. ... 

“But the type of enterprise about which inquiry is most 
frequently made contemplates an association of individuals, 
not necessarily unable to pay ordinary rates, for the sole 
purpose of obtaining for themselves legal services in return 
for regularly paid small membership fees. In general, such 
schemes contemplate advertising for, or solicitation of, 
prospective members of the society. 

“Up to this time the view has been held that a lawyer 
engaged by such a society, group or other organization, 
may not properly render services to its members concern- 
ing their individual affairs, but is limited to serving the 
organization itself in respect to its group or corporate 
affairs. 

‘“‘Whether this view will be able to maintain itself in the 
face of a demand by people who desire to effect a codpera- 
tive arrangement for legal services when needed, without 
any thought of other profit, by making small regular pay- 
ments, remains to be seen... .’’-—Los Angeles Evening 
Herald and Express, June 13. 


* * » 


University of California Medics Tell New Heart Aid 

Using a simple therapeutic process, the University of 
California Medical School has developed an effective cure 
for angina pectoris, dreaded and painful heart disease. 

This was the announcement today of the medical staff, 
saying they felt justified in announcing the conclusion that 
a way has been found to check the mounting toll of in- 
capacities from this disease, 


Aid to Obesity 


Treatment requires the use of a specially designed ab- 
dominal belt, which increases the amount of returned venous 
blood to the heart. The belt raises the intra-abdominal 
pressure, sending the blood back to the heart. 

In cases of obesity, the belt further relieves the counter- 
weight of the abdomen on the diaphragm, allowing the dia- 
phragm to function more normally, the medical experts 
said. 

Apparently hopeless cases have experienced return to 
normal activities through the use of the new treatment. 


The discovery of the treatment was made possible by a 
Coronado woman, Lillie Spreckels Wegeforth, who estab- 
lished a fellowship for the study of cardiovascular disease 
at the University. 

Initial development of the process was made by Dr. 
William J. Kerr, head of the University Medical School. 
and Dr. John B. Lagen. 


Possibilities Found 


Designed at first to relieve certain lung conditions, the 
belt was discovered to have possibilities in treatment of 
heart maladies and its development as a method of curing 
angina pectoris followed. —San Francisco Call-Bulletin, 
May 30. 


* * * 


California “Health Bill’’ Exempts Healing by Prayer * 


Sacramento, Calif.—With the approval of Governor Cul- 
bert L. Olson, an exemption clause for those who depend 
upon prayer for healing has been incorporated in the 
“health insurance” bill now before the California Legisla- 
ture. 

The exemption clause takes the form of an amendment 
to Assembly Bill 2172 and was adopted without a dissenting 
vote (68 to 0) by the Assembly on May 16. 


yovernor Olson gave his approval to the amendment as 
adopted in preference to others which were proposed. The 
text of the amendment is as follows: 


“Anything in this Act contained to the contrary notwith- 
standing, any individual who adheres to the faith or teach- 
ing of any well-recognized religious sect, denomination or 
organization, and in accordance with its creed, tenets or 


* By a staff correspondent of The Christian Science Moni- 
tor. 
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principles depends for healing upon prayer in the practice 
of religion, who is employed by any hiring unit, shall be 
exempted from the system of health insurance upon filing 
with the Medical Director an affidavit, in duplicate, stating 
each adherence and dependence and disclaiming any dis- 
ability unemployment benefits and medical benefits under 
the system, Said Medical Director shall forthwith file one of 
said duplicate affidavits with the hiring unit employing each 
person and thereupon such hiring unit and the State shall, 
with respect to that individual, be exempted from liability 
for the contributions provided by sections 197, 198 and 198.5 
of this Act. But this section shall not be construed as ex- 
empting any hiring unit from payment to the Health Insur- 
ance Fund of the contributions in this Act required of all 
hiring units not specifically exempted.”’ 

Although the above amendment was unanimously 
adopted by the Assembly, the ‘“‘health insurance”’ bill has so 
far failed to command the support of the majority of the 
Assembly. The legislators by a vote of 41 to 33 have de- 
feated a proposal to submit the State’s comprehensive and 
compulsory health insurance plan to the voters at the 1940 
general election. 

Organized opposition to the measure has been actively 
promoted by the California State Medical Association, 
which is now carrying into effect its so-called ‘‘voluntary”’ 
health insurance scheme. The doctors prefer their own 
plan, under the supervision of medical authorities, to the 
more widely comprehensive compulsory plan which has 
the support of the existing administration in California.— 
Christian Science Monitor, May 23. 


*. + *# 


Voluntary Health Service in Operation Soon 


Repudiation by the State Assembly of the compulsory 
health insurance bill sponsored by Governor Olson, indi- 
cating imminent final defeat of the measure, clears the way 
for Californians to take advantage of ‘“‘the doctors’ plan”’ of 
low-cost voluntary medical and surgical care now being 
rapidly developed by California Physicians Service, Mon- 
signor Thomas J. O’Dwyer, CPS trustee, said this week. 

“The whole-hearted support of California Physicians 
Service by more than 80 per cent of the licensed doctors of 
medicine in private practice has made possible tremendous 
strides in organizing this statewide service during the short 
period since March 1,’’ said Monsignor O’Dwyer, who is 
vice-president of the Western Conference-Catholic Hospital 
Association Southern Council. 

The doctors’ plan will be in operation within a few weeks 
at a rate of $2.50 a month covering full service with hos- 
pitalization, or $2 with patients assuming the cost of the 
first two doctors’ visits. This will be far in advance of the 
time the compulsory plan would have become operative, 
even if the State Assembly had not decisively voted against 
it last week, it was stated. 

“Professional, or doctor, membership in California Phy- 
sicians Service now represents fifty-seven of California’s 
fifty-eight counties and forty counties are represented by 
the hospitalization associations selected to furnish hospital 
eare,’’ Monsignor O’Dwyer said. 

“Medical districts are practically decided upon and the 
personnel that will administer the plan has been recom- 
mended and is rapidly being appointed.”’ 

The doctors’ plan will at the outset be restricted to mem- 
bers of employed groups or other groups, fraternal, labor, 
patriotic, etc., which were organized for purposes other 
than solely getting medical care, but will be extended as 
rapidly as possible to families of group members, then to 
individuals. Patients will select their own doctors and hos- 
pitals from among affiliates of the service, which now num- 
bers more than 80 per cent of both available doctors and 
hospitals.—St. Helena Star, May 26. 


* * * 


Sidney Ehrman Urges Fair Trial Be Given Health 
Insurance Plan 


Sidney M. Ehrman, reporting for the tax committee to 
the board of directors of the California State Chamber of 
Commerce in San Francisco yesterday, urged that a fair 
trial be given voluntary health insurance plans now in 
operation and that more facts be developed before any 
compulsory plan of medical care is undertaken. 

Adopting the report, the State Chamber directors empha- 
sized their position as recognizing the need for health insur- 
ance of some form or other, but not endorsing any of the 
plans now being tried, or as being opposed to compulsory 
health insurance as such. The State Chamber’s opposition 
to health insurance legislation recently considered by the 
Legislature was aimed at the inequitable financial provi- 
sions of the proposal, and not health insurance itself, 
whether voluntary or compulsory. 

Statement of the State Chamber’s position is as follows: 

“Recognizing that there is a problem of proper medical 
care for lower income groups which should be faced, the 
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State Chamber urges that existing voluntary plans be given 
opportunity for trial and that more factual information be 
made available to all interested groups to the end that an 
equitable solution may be found, and reiterates its position 
of opposition to the compulsory health insurance proposals 
now before the Legislature, principally because of their 
inequitable financial and tax provisions.”—San Francisco 
Recorder, June 1. 

* * * 


A Right Stand 


The State Chamber of Commerce has adopted a resolu- 
tion declaring the voluntary plan of the State Medical 
Association, designed to give better medical service to 
people of moderate income and means, should be tried out 
before adopting a tax-supported, compulsory service. 

This is a right stand, for the experience of other countri¢s 
has shown that state medicine means the establishment 
of a medical bureaucracy, the evils of which are notorious. 

As California has a medical service equal to the best in 
the nation, there is no reason why we should not await the 
results of the voluntary plan to provide better service to 
those with low incomes. This, if successful, will insure to 
every family what it wants and needs—a family physician 
who has a personal interest in his clients.—San Jose 
Mercury-Herald, June 2. 

* ~ * 


College Employees Join Hospital Plan 

Pomona College recently joined with two other Southland 
institutions of higher learning, University of Redlands and 
Caltech, in permitting its employes, whether faculty or 
otherwise, to join the Associated Hospital Service of South- 
ern California, ‘‘plan group” of hospital protection. 

Pomona College members of the group, which is operated 
as a nonprofit corporation under an act of the State Legis- 
lature, are entitled to services at Pomona Valley, Upland 
and Covina hospitals. There is a low-rate expense involved 
which is paid for by the persons protected. Among features 
of the service is hospital care for twenty-one days each 
contract year without added expense. 

Members of the college committee which head the local 
group plan are Professor Kenneth Duncan, Miss Elizabeth 
Kelley, Professor Roland Tileston and Professor George 
Burgess.—Claremont Courier, June 2. 


*. *¢ * 


35 Millions for Relief; Session Ends 
By Earl C, Behrens 

Sacramento, June 22.—The Legislature adjourned at 7 
o’clock tonight after voting a $35,000,000 ‘‘temporary” relief 
bill and after turning down practically the entire program 
proposed by Governor Olson. ... 

The session, 131 days, set a new record, the longest pre- 
vious session, in 1933, lasting 125 days. . . .—San Francisco 
Chronicle, June 23, 

Bg * * 


“Socialized Medicine’? Wins Oregon Victory 

Portland, Ore., June 22 (INS).—‘‘Socialized medicine,” 
bitterly opposed by Dr. Morris Fishbein, editor of the Jour- 
nal of the American Medical Association, won its first con- 
quest in Oregon today. 

Ending a four-year dispute, the Multnomah County 
Medical Society announced its approval of the Multnomah 
Medical Service Bureau, a health insurance organization 
whose 12,000 members pay $2 a month for medical care.— 
San Francisco Call-Bulletin, June 22. 


zs * *# 


Doctors Urge Wagner Bill Be Defeated* 
Health Measure Is Called “Extravagant and Subversive” 
By Gerald G. Gross 

Laying down a barrage of such descriptions as “‘inordi- 
nately extravagant,” ‘‘visionary’”’ and “contrary to public 
policy,’’ heads of the American Medical Association yester- 
day urged Congress not to pass the proposed national health 
program. 

At a hearing before the Senate Committee on Education 
and Labor which was marked by several spirited verbal 
exchanges, the spokesmen for 113,000 American physicians 
charged that the bill sponsored by Senator Wagner (Demo- 
crat) of New York was full of dangerous possibilities. 


“The enactment of such a law would be contrary to public 
policy,”” said Dr. R. L. Sensenich of South Bend, Ind., a 
trustee of the American Medical Association. 


“Extravagant, Subversive”’ 


‘We shall be glad to further scientific medical progress in 
every possible way, but we cannot fail to oppose a proposal 
such as S, 1620, which will supplant these high standards by 


* For editorial comment, see page 4. 
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a system which is vague, visionary, inordinately extrava- 
gant and subversive of the best interests of an independent 
and self-reliant people,” contributed Dr. R. L. Benson of 
Portland, Oregon, member of the Oregon State Public Wel- 
fare Commission and the State Board of Health. 

“Before spending the taxpayers’ hard-earned money for 
the wholesale building of new hospitals, would it not be well 
to wait until we are utilizing those we have?’ asked Dr. 
Wingate M. Johnson of Winston-Salem, N. C., a member of 
the American Medical Association House of Delegates and 
past president of the North Carolina State Medical Society. 

“The conclusion that the reduction of sickness and mor- 
tality rates awaits only large federal and state appropri- 
ations, expended under federal supervision and control, is 
believed to be without foundation,’ Dr. R. G. Leland, 
director of the American Medical Association’s bureau of 
medical economics, told the committee. 


Doctor Emerson Speaks 

“Tt is obvious that those who have shared in drafting the 
Wagner bill have confused in their minds the duties or 
functions and capacities of the health officer with those of 
physicians and surgeons concerned with care of the sick,”’ 
came from Dr. Haven Emerson of Columbia University. 

The only witness who did not express outright opposition 
to the measure was Dr. Milton Robb of Detroit. At the con- 
clusion of his prepared address, devoted solely to descrip- 
tion of Michigan’s statewide health program under the 
aegis of the American Medical Association, Senator Wagner 
asked him: 

“Are you opposed to this bill?” 

“I’m not sure,’”’ was the reply. 


With Dr. Rock Sleyster, president of the American Medi- 
cal Association, presenting the opening statement and Dr. 
Edward H. Cary, chairman of the legislative committee and 
past president, introducing the speakers, the frontal attack 
upon the Wagner bill was launched by a “‘surprise witness.’”’ 
—Representative Austin (Republican) of Connecticut. 

Speaking as a physician who had practiced nearly thirty- 
five years rather than as a legislator, Representative Austin 
centered his objection around the designation of lay persons 
rather than doctors to administer the health program. 


The President. the Secretary of the Treasury, and the 
Secretary of Labor—none is a physician, yet each is given 
powers under the health bill which should be delegated only 
to skilled professionals, Austin said. 

He described the measure, which authorized appropri- 
ations of $98,000,000 the first year, as being ‘‘pregnant with 
possibilities,’’ warned that it led to federal competition with 
private enterprise and gave it as his opinion that the medi- 
cal care need which the bill would meet is exaggerated. 

The liveliest exchange of the day was between Doctor 
Sensenich and Senator Ellender of Louisiana. The former 
was sure that the proposed legislation would make Wash- 
ington the country’s medical dictator. The senator denied 
that the bill contained such authority, “but if it does I'll 
never vote for it.’’ 


Senator Wagner interposed a short speech in which he 
denied that his bill was drafted with any intent of federal 
interference with the states. In spite of skillful oratorical 
parrying, he failed to shake any constructive suggestions 
out of Doctor Sensenich. At one point, when it appeared 
that Wagner might get the doctor to approve the bill if 
certain changes were made, Doctor Cary gave a signal from 
the ‘‘coaching line’’ warning the witness to make no con- 
cession, 


They will conclude their testimony this morning when 
Dr. Morris Fishbein, editor of the Association’s famous 
journal, and Dr. Gordon Heyd of New York, a past presi- 
dent of the American Medical Association, go before the 
committee.—Washington, D. C., Post, May 26. 








Picking Tick Off Husband Causes Death from Rocky 
Mountain Spotted Fever—A fatal case of Rocky Moun- 
tain spotted fever, in which a woman was apparently 
infected by picking a tick off her husband, is reported in 
The Journal of the American Medical Association for 
May 6, by E. Herbert Bauersfeld, M. D., Washington, 
D. C. Her husband remained in good health. Doctor 
Bauersfeld says he does not know whether she mashed 
the tick in her fingers. “R. E. Dyer, M. D., has traced 
the source of infection in several cases to mashing ticks 
between the fingers after removing them from dogs,” the 
author says. 
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MEDICAL JURISPRUDENCE?t 


By Hart ey F. Peart, Esq. 
San Francisco 


MALPRACTICE: NEGLIGENCE MAY NOT 

BE INFERRED MERELY BECAUSE THE 

ALLEGED INJURY OCCURRED DURING 
MAJOR SURGERY 


Until a few years ago there were no appreciable excep- 
tions to the general rule that negligence on the part of a 
physician must be affirmatively proved by means of expert 
testimony. In the past decade, however, one material ex- 
ception steadily grew until it became a serious menace to 
the medical profession. The exception of which we speak 
is the legal doctrine known as res ipsa loquitur. This doc- 
trine, i. ¢., the thing speaks for itself, when applied to mal- 
practice cases, means for all practical purposes that a 
plaintiff may create an inference of negligence merely by 
showing that a bad result occurred. The doctrine was first 
applied to x-ray burns and then was gradually extended to 
other situations (e. g., failure to remove sponges), until 
it seemed likely that an inference of negligence would exist 
as a matter of law whenever an alleged injury occurred 
during major surgery. 

For over a decade the trend of judicial decisions has been 
to extend the res ipsa loquitur rule in malpractice cases. 
At last, however, the California Supreme Court has re- 
versed this trend. The case in which this reversal occurred 
is Engelking vs. Carlson, 97 Cal. Dec. 364, which was de- 
cided March 24, 1939. It is of such importance that its 
facts and the rules of law announced by the Court will be 
set forth in detail. 


Facts. 


Engelking fell off a ladder and injured his left knee. 
Doctor Carlson subsequently determined that an operation 
was necessary for the purpose of correcting a resultant 
instability in the knee. The operation was performed and 
thereafter Engelking began to suffer from a “foot drop.” 
He brought suit against Doctor Carlson. Upon examina- 
tion by another physician, it was found that the external 
peroneal nerve had been severed in the vicinity of the knee. 


Doctor Carlson testified that the operation involved the 
removal of damaged portions of certain ligaments and the 
substitution therefor of new material obtained by cutting 
sections from the fascia lata and the biceps muscle of the 
left leg. Engelking was, of course, anesthetized and un- 
conscious during the operation. The muscles and tissues 
surrounding the peroneal nerve were held aside and drawn 
back, during the operation, by blunt retractors which were 
adjusted by Doctor Carlson and retained in position by 
his assistant. After the operation a check was made to see 
whether the nerve was cut and no severance was found. 
Doctor Carlson stated that the nerve was not sutured be- 
cause he felt that was not necessary. 

It was admitted that the foot drop proximately resulted 
from the severance of the peroneal nerve. The actual cause 
of the severance was not directly ascertained during the 
trial. 


The plaintiff contended that proof that the nerve was 
severed and that the plaintiff was unconscious during the 
operation gave rise to an inference of negligence (that is 
to say, application of the doctrine of res ipsa loquitur) 
and that it was up to the doctor to convince the jury that he 
had not been negligent. 


There was expert testimony to the effect that severance 
of the external peroneal nerve is “one of the difficulties of 


j Editor’s Note.—This department of CALIFORNIA AND 
WESTERN MEDICINE, presenting copy submitted by Hartley 
F. Peart, Esq., will contain excerpts from and syllabi of 
recent decisions and analyses of legal points and procedures 
of interest to the profession. 
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surgery” and that severance occurs in about one case out 
of twenty, regardless of the care and skill exercised by the 
operating surgeon. 


History of the Case on Appeal. 


The trial court at the conclusion of the testimony granted 
the motion of counsel for the doctor that the jury be di- 
rected to return a verdict in favor of the defendant. Ac- 
cordingly, a judgment in favor of defendant was entered. 
The plaintiff then appealed to the District Court of Appeal 
and that court reversed the judgment of the trial court. 
The District Court of Appeal stated that, as the plaintiff 
was unconscious at the time of the alleged injury and 
hence could know nothing of what occurred, the doctrine 
of res ipsa loquitur was applicable and there was an infer- 
ence of negligence which should have been passed upon by 
the jury. 

After the decision of the District Court of Appeal, a 
petition was filed in the California Supreme Court request- 
ing that the case be heard before that court. The writer 
and his associate, Mr. Hassard, prepared and filed a brief 
as amici curi@ in support of the petition for a hearing in the 
Supreme Court. The Supreme Court granted the petition 
and ordered the case transferred to it for final decision. 


Decision of the California Supreme Court. 


After the presentation of the case by means of briefs 
and oral argument, the Supreme Court rendered its decision 
affirming the judgment of the trial court (and, of course, 
reversing the decision of the District Court of Appeal). 
The theory upon which the Supreme Court proceeded 
is succinctly set forth in its opinion, written by Justice 
Douglas L. Edmonds of Los Angeles, from which we 
quote: 


. . . Conceding that the evidence stands undisputed, the 
plaintiff contends that it justifies an inference of negligence 
under the doctrine of res ipsa loquitur. He insists that he 
was unconscious; that the defendants had charge of the 
operation; that the result suffered by him does not ordi- 
narily occur; and that in the absence of an explanation by 
the defendants justifying a verdict in their favor upon the 
ground that they were not negligent, they are liable to him 
in damages. 


If this were the rule, as a practical proposition, no surgeon 
could ever operate without being an insurer of a medically 
satisfactory result. The medical testimony in this case 
shows without any contradiction whatever that, although 
the severance of the peroneal nerve is something which ordi- 
narily does not occur in operations such as that performed 
by Doctor Carlson, yet even when the precautions prescribed 
by the approved technique are taken, there is a break of 
or injury to it in between five and nine per cent of the cases. 
There is nothing startling about such evidence, and it affords 
no basis for the recovery of damages against a surgeon. 
Probably in every operation there is some hazard which 
the medical profession recognizes and guards against but 
which is not always overcome. To say that the doctrine of 
res ipsa loquitur allows the recovery of damages in every 
case where an injury does not ordinarily occur, would place 
a burden upon the medical profession which the law has not 
heretofore laid upon it. Moreover, such a rule is not justified 
by either reason or authority. 

The law has never held a physician or surgeon liable for 
every untoward result which may occur in medical prac- 
tice. It requires only that he shall have the degree of learn- 
ing and skill ordinarily possessed by physicians of good 
standing practicing in the same locality and that he shall 
use ordinary care and diligence in applying that learning 
and skill to the treatment of his patient. Whether he has 
done so in a particular case is a question for experts and 
can be established only by their testimony. And when the 
matter in issue is one within the knowledge of experts only 
and is not within the common knowledge of laymen, the 
expert evidence is conclusive. Negligence on the part of 
a physician or surgeon will not be presumed; it must 
be affirmatively proved. On the contrary, in the absence 
of expert evidence, it will be presumed that a physician or 
surgeon exercised the ordinary care and skill required of 
him in treating his patient. 

It is true that in a restricted class of cases the courts 
have applied the doctrine of res ipsa loquitur in malpractice 
cases. But it has only been invoked where a layman is able 
to say as a matter of common knowledge and observation 
that the consequences of professional treatment were not 
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such as ordinarily would have followed if due care had been 
exercised. ... But the present case shows an entirely 
different situation. Here what was done lies outside the 
realm of the layman’s experience. Medical evidence is re- 
quired to show not only what occurred, but how and why 
it occurred. That evidence establishes beyond question not 
only that the peroneal nerve may be injured even where 
due care is used, but that this unfortunate result invariably 
occurs in a limited number of cases. The doctrine of res 
ipsa loquitur is, therefore, entirely inapplicable and no mal- 
practice has been proved. 

Accordingly, it is now the law in California that mal- 
practice must be proved by expert testimony and that there 
is no inference of negligence against a physician, except 
in those few and unusual situations in which it can reason- 
ably be said that, as a matter of common knowledge and 
observation, an injury would not have occurred unless 
someone had been negligent. For the first time in a number 
of years it can be stated that it is a rule of law that mere 
occurrence of an injury during a surgical operation does 
not give rise to an inference of negligence. 
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ANTERIOR POLIOMYELITIS*+ 
Round-Table Discussion Over the Radio: Conducted 
by Dr. J. C. Geiger, Director of Public Health, 
City and County of San Francisco 

Dr. Geiger: 


Before we begin to discuss the disease itself in 
humans, I feel we should have a clearer under- 
standing of the laboratory side. Doctor Meyer, will 
you summarize the present status of poliomyelitis 
in the field of experimental research ? 


EXPERIMENTAL RESEARCH CONCERNING 


POLIOMYELITIS 
Dr. Meyer: 


That is a difficult question to answer directly, 
since we are still baffled by the simple question, 
“What is the disease agent in infantile paralysis ?” 
We find this disease agent in the brain and the 
spinal cord, but we do not know whether it is a 
living germ or something else growing in the cells 
of the brain. We cannot isolate it like a germ in 
a test tube, and it is too small to be seen with a 
microscope. There is only one species of ani- 
mal—the Old World monkey—in which we can 
induce the same disease as seen in children. Yet 
these monkeys are not as susceptible as man, since 
there is no record of one monkey catching the in- 
fection from another monkey by exposure. Many 
tests have been made to develop a vaccine, but the 
outlook is not very promising. We now use the 
serum of recovered cases discovered early, to stop 
the progress of the disease and paralysis, but we 


* This radio broadcast was given on January 18, 1938. 
Those who took part in the broadcast included Doctors 
J. C. Geiger, Karl F. Meyer, Emmett E. Sappington, Paul S. 
Barrett, R. W. Burlingame, all of San Francisco; Dr. E. W. 
Schultz of Stanford University ; Miss B. S. Howitt of San 
Francisco. 

+ This issue contains several articles on Poliomyelitis, 
given in a symposium at Del Monte. See pages 12, 16, 19, 
and 23. 
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are not sure that this treatment is effective. There 
is some hope that a better treatment may be found. 
Recently, some experiments have been made to see 
if disturbances in the endocrine glands affect the 
susceptibility. Some very suggestive observations 
have been made and, personally, I feel that these 
studies are very important. 


Dr. Geiger: 


Well, if we do not know a great deal about the 
disease itself, do we know anything about the mode 
of its spread? 

Dr. Meyer: 

In answering this question, let me say frankly 
that theories are numerous but facts are few. It 
is assumed that the disease agent is discharged 
from the mouth and nose, and enters the body 
through the same channels. Thus, direct exposure 
of the healthy with the diseased should convey the 
infection ; but the lack of spread in families, schools 
and crowded places, throws doubt on this explana- 
tion. The fact that several cases may occur in the 
family indicates some hereditary disposition may 
play a rdle. But this does not explain why infan- 
tile paralysis appears toward the end of the summer 
in the temperate zone, and is rarely ever seen in 
the tropics. Then there is some suspicion that raw 
milk may spread it. In a summary from our meager 
knowledge, it seems that infantile paralysis may 
be disseminated in more than one way. We must 
know more about it before we can expect the intro- 
duction of an effective system of prevention. 


Dr. Geiger: 


Will you discuss the communicability of the dis- 
ease during the time of an outbreak and also at 
other times? 


Dr. Meyer: 


It is a favorite theory that infantile paralysis is 
very contagious and much more widespread than 
indicated by the number of cases actually diag- 
nosed. Most children pass through a mild non- 
paralytic infection, which is not recognized but 
does leave protection or immunity. These missed 
patients, though not suffering from the disease 
itself, may act as carriers. Thus, infantile paraly- 
sis is a very common infection, which is always 
with us even during nonepidemic periods, and for 
reasons unknown it may develop to epidemic pro- 
portions at intervals of from two to four years. 


Dr. Geiger: 


Thank you very much, Doctor Meyer. Now, 
Miss Howitt, will you tell us something about the 
nature of the virus which causes poliomyelitis and 
its relationship to viruses in general ? 


CONCERNING VIRUSES 
Miss Howitt: 

The virus causing poliomyelitis, as has been said, 
is so small that it cannot be seen under the micro- 
scope, but is identified by its specific paralyzing 
effect upon the muscles of the body. It is called a 
filter-passing virus because the disease-producing 
agent will pass through very fine filters that hold 
back visible bacteria. By certain refined methods 
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it has been shown to have a size of about five ten- 
millionths of an inch, being smaller than the in- 
fectious agents causing either cold sores or small- 
pox, but nearer in size to the one causing the 
St. Louis encephalitis, which is about one-millionth 
of an inch. 


Dr. Geiger: 


And I suppose it may be said that, just as there 
are many varieties of roses, so it has been found 
that occasionaly a virus may be similarly subdivided 
within its own group. 

Miss Howitt: 

Yes, as is the case with encephalitis, one variety 
being found in this country and another in Japan. 
Each kind may cause the same type of disease, but 
may differ only by inducing certain responses. The 
serum made from one variety may not prevent or 
cure this disease caused by another. It is now 
thought that perhaps the virus of poliomyelitis may 
also be divided into different varieties. For in- 
stance, one obtained from a case in a distant locality 
seems to have certain slight variations from one 
isolated here in San Francisco. Further research 
is necessary to prove if these differences may not 
occur more often than has been shown in the past 
for this disease, because if serum should be used 


in its treatment the particular variety ought to be 
known. 


Dr. Geiger: 


Thank you very much, Miss Howitt. With that 
information, let us proceed to the consideration of 
the disease as we see it in human beings. Doctor 
Sappington, will you briefly outline the epidemi- 
ology of infantile paralysis as used in the field ? 


EPIDEMIOLOGY 
Dr. Sappington: 


As Doctor Meyer said, the main, if not the only 
avenue of spread of this disease is by dissemina- 
tion of nose and throat secretions from latent or 
missed cases, or from healthy carriers. The trans- 
fer of the virus by way of food, particularly milk, 
is a possibility, but rarely occurs. Modern epidemi- 
ology attempts to trace each case to its source of 
infection. This means a careful follow-up study 
in every family known to have a case or a contact. 
Epidemiology also includes analysis of the more 
general circumstances under which the disease 
occurs, including the effect of age, sex, rural pre- 
ponderance, and seasonal prevalence. The infor- 
mation gained from epidemiological studies is used 
in formulating measures to control the disease. 


Dr. Geiger: 


Thank you, Doctor Sappington. Now, our at- 
tention should be directed toward making a diag- 
nosis, so Doctor Barrett, will you enumerate briefly 
some of the symptoms which would lead to a diag- 
nosis of anterior poliomyelitis ? 

DIAGNOSIS 
Dr. Barrett: 


In the beginning it resembles many other con- 
tagious diseases. A child that has been well be- 
comes restless or drowsy. He is feverish, irritable, 
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and doesn’t want to be moved. He is apt to vomit 
once or twice, and may complain of headache or 
pain in the back, or in the back of the neck. He is 
likely to be constipated, but may have diarrhea. 
More significant are a sore, stiff neck and spine 
and pains in the back, arms and legs. 


Dr. Geiger: 


Many of these symptoms are not unlike those in 
the common upsets to which children are subject, 
but would you not say that the most serious sign 
is the stiffness of the spine and neck, the child being 
unable to bend them forward ? 


Dr. Barrett: 


Yes, indeed; sometimes these early symptoms 
may be very mild and yet, within from twenty-four 
to seventy-two hours, the child may be unable to 
move an arm or a leg. Again he may be unmistak- 
ably sick with the first stages of this disease, but 
develop little or no paralysis. Sometimes a child 
may have so mild a case that the attack is scarcely 
noticed, and yet he may spread the contagion to 
other children. 


Dr. Geiger: 


With a diagnosis having been made or suspected, 
Doctor Burlingame, will you tell us the procedure 
which is followed out in the Health Department ? 


HEALTH DEPARTMENT PROCEDURES 
Dr. Burlingame: 


The isolation ambulance is immediately sent for 
the patient, and a nurse, properly masked, goes 
along to take the patient's history, list of contacts, 
etc. This list is sent to the Bureau of Communi- 
cable Diseases. 


Dr. Geiger: 


After entrance, what disposal is made of the 
patient ? 


Dr. Burlingame: 


The patient is placed in a disinfected room al- 
ready prepared, and an examination to determine 
the patient’s condition is made at once. This exami- 
nation consists of the general condition of the 
patient, blood, spinal fluid examination, and extent 
of paralysis, if any. 

Dr. Geiger: 


Of what does the treatment consist ? 


TREATMENT 
Dr. Burlingame: 


The general treatment consists of bed rest and 
cleanliness. Special treatments are given as indi- 
cated by the symptoms. If the patient gives evi- 
dence that the paralytic stage has not been reached, 
or that paralysis is present and still progressing, 
the serum from patients already recovered from 
infantile paralysis is administered. If there is the 
least sign of paralysis of the respiratory muscles, 
the patient is placed in the “iron lung.” 


Dr. Geiger: 


What other treatment is given? 
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Dr. Burlingame: 


This depends upon symptoms as they arise dur- 
ing the illness. Splints and casts are applied where 
necessary to prevent deformities due to contraction 
of muscles and groups of muscles. 


AFTER-TREATMENT 
Dr. Geiger: 

We hear much about the value of swimming 
pools and baths for the after-treatment. Will you 


explain something about the application of hydro- 
therapy ? 


Dr. Burlingame: 


Swimming does not take the place of localized 
muscle training, and may even cause harmful con- 
tractions in the muscles which oppose the weaker, 
paralyzed muscles. Treatment in water has no more 
specific value than table treatment, but it is a 
pleasant way of doing exercises. The buoyancy of 
the water allows weak muscles to perform their 
function more easily than is possible otherwise. 





PREVENTIVE MEASURES 





Dr. Geiger: 


We have discussed the disease, its mode of 
spread, and the diagnosis and treatment, but I know 
that we are all interested in certain aspects of its 
prevention. Doctor Schultz, what is the present 
status of the experimental use of chemical agents 
in monkeys to prevent poliomyelitis ? 

Dr. Schultz: 


It is now well established that certain chemicals 
applied to the olfactory area, high in the nose, will 
protect monkeys for one month or more against 
heavy exposure to the virus of this disease. Some 
chemicals are much more protective than others. 


Dr. Geiger: 

What, in your opinion, is the practicability of 
the adaption of this method to human beings at 
the time of an outbreak of the disease? 


Dr. Schultz: 


This question is difficult to answer, since it must 
be considered from several standpoints. In the first 
place, the olfactory area, through which the virus 
apparently passes to the nervous system, is rather 
hard to reach and, until recently, the technical diffi- 
culties of applying the solution seemed too great 
to make this measure promising from a practical 
standpoint. However, the results of recent studies 
in several clinics seem to show that when the head 
is held in a certain position, measured amounts of 
solution properly instilled into the nose will flow 
quite selectively into the superior nasal space and 
cover the olfactory area. This new method is sim- 
pler to apply than the spray method employed last 
summer, and can probably be carried out by any 
physician or public health worker after a little in- 
struction. It should be remembered that the so- 
lution must cover completely all of the olfactory 
area. Evidence that this has been accomplished is 
a loss of the sense of smell. Since in children this 
function almost always returns within two weeks, 
the treatments would probably have to be repeated 
at short intervals. In older children, and especially 
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in adults, loss of this function is regained more 
slowly, and while we cannot yet say that anyone 
has suffered a permanent loss of the sense of smell, 
a few have regained it only after several months. 
Therefore, the practicability of such a measure 
revolves in part around the possible risk of in- 
ducing a permanent loss of the sense of smell. 
Finally, it should be clearly understood that we still 
do not know whether this measure, which is so 
highly effective in monkeys, also affords protection 
in man. 


Dr. Geiger: 


I agree with you, Doctor Schultz, and that is 
the reason the Department of Public Health will 
continue to observe the rules of isolation and quar- 
antine of all cases and contacts as heretofore, with 
the use of convalescent serum early in the disease 
as the best recognized method of treatment. And 
now I wish to thank you all for your participation 
in this program. I am sure the discussion has been 
extremely profitable to our radio audience. 


ESSENTIALS OF A REGISTERED HOSPITAL* 


General Statement—The American Medical Association 
gives recognition to hospitals by admitting to the Hospital 
Register those that are found to qualify according to the 
essentials contained in the following paragraphs. 


Registration is a basic distinction between all recognized 
hospitals and those that are refused recognition. It is a pre- 
requisite to the consideration of a hospital for approval for 
interns or for residencies in specialties. 


The registration of hospitals, the approval of hospitals 
for interns. approval for residencies in specialties, and all 
other service of the Association regarding hospitals is 
carried on by the Council on Medical Education and Hos- 
pitals. 

It is the desire of the Council to codperate in every way 
for the improvement of hospital service, whereby the sick 
and injured may be provided with scientific and ethical 
medical care. 

The Council does not have nor does it assume legal 
authority over any hospital. It recognizes clearly that the 
officers in charge of such institutions have the unquestioned 
right to conduct the hospitals in any way they may deem 
wise. If a hospital desires to have its name appear on the 
American Medical Association Hospital Register and thus 
have the endorsement of that Association, it should be will- 
ing to comply with the principles which the Council on 
Medical Education and Hospitals considers necessary. 

Essentials of a Registered Hospital—Hospitals seeking 
admission to the register should have the following qualifi- 
cations: 

1. Organizsation—The organization should consist of a 
board of trustees or other supreme governing body having 
final authority and responsibility and an executive officer or 
superintendent to carry out the policies adopted by the 
governing body. The executive officer should be assisted by 
adequate competent personnel. 

Regardless of the form of organization, the hospital 
should function primarily in the interests of the sick and 
injured of the community. 

2. Staff—This constitutes the most important essential. 
The staff should be organized and composed of regular phy- 
sicians who are properly qualified as to training, licensure, 
and ethical standing. 

Staff membership and the use of the hospital’s facilities 
must be limited to doctors in medicine. Where cult prac- 


* Prepared by the Council on Medical Education and Hos- 
pitals of the American Medical Association. 
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titioners, osteopaths, chiropractors or other healers outside 
the scope of regular medicine are allowed to use the hospi- 
tal’s diagnostic facilities, to prescribe for or treat patients 
in the hospital, or to enter orders or other data on the case 
records, such a hospital obviously cannot be recognized or 
endorsed by the American Medical Association. 


Regular staff conferences should be held at least monthly 
and preferably more often. All deaths that occur during 
the period intervening between meetings, perplexing cases, 
and patients who do not respond to treatment should be 
discussed. When postmortem examinations have been per- 
formed, there should be a presentation of the clinical aspect 
of the patient and the postmortem observations. Interesting 
pathologic specimens from surgery or removed at post- 
mortem should be presented and discussed with regard to 
the preoperative or antemortem findings. 


Minutes of staff conferences should be kept and filed with 
the hospital records. The activity of the staff as to scientific 
meetings and clinical and pathologic conferences is an 
index to the scientific mindedness and progressiveness of 
the group. 


3. Nurses—A competent nursing staff should be pro- 
vided by employing an adequate number of registered 
nurses who are graduates of schools of nursing recognized 
by the state board of nurse examiners, or by maintaining 
such a school. 


All nursing should be supervised by qualified registered 
graduates. 


4. Records——An adequate record system should be main- 
tained. No particular system or set of forms is recom- 
mended, since requirements are not the same under varying 
circumstances. The average case record should include at 
least a brief medical history, physical examination, labora- 
tory reports, diagnosis, operative record, progress notes, 
nurses’ notes and summary. Case records should be com- 
plete in every department and reviewed and signed by the 
attending physicians before they are placed in the perma- 
nent file. Roentgenologic interpretations, pathologic de- 
scriptions and diagnoses of tissues removed in the operating 
room, and (when an autopsy has been performed) a de- 
scription of postmortem observations, should be included 
with the patient’s record. 

Case histories and physical examinations should be re- 
corded in the patient’s chart within twenty-four hours after 
the patient has been admitted to the hospital. A patient 
should not be operated upon, except in the case of emer- 
gency, when the history, physical examination and routine 
laboratory work have not been completely recorded in the 
chart. The duty of recording these data falls on the attend- 
ing physician and he should be held directly responsible for 
the case records. 


Monthly and annual analyses of hospital service should 
be made in order that the staff may be in a position to im- 
prove its service. 


5. Pharmacy.—The handling of drugs should be ade- 
quately supervised and should comply with state laws. 


6. Pathology.— The hospital should provide or have 
ready access to laboratory facilities in accordance with its 
needs. All tissues removed in the operating room should be 
examined, described and diagnosed by a competent patholo- 
gist excepting tissues, such as tonsils and teeth, in which 
the pathologic changes are quite obvious. 

A physician-pathologist qualified by training and experi- 
ence to supervise the laboratory service and interpret tissue 
pathology should be employed on a full-time or part-time 
basis. When this is not practicable, arrangements should be 
made with a consulting pathologist for tissue diagnosis, 
postmortem work and the interpretation of the more com- 
plicated tests and determinations in clinical and surgical 
pathology, as well as in general clinical laboratory work. 
Preferably the pathologist should be a physician who holds 
a certificate of the American Board of Pathology. 
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Autopsies—Every effort should be made to secure con- 
sent for autopsies which should be performed by a compe- 
tent pathologist. 

7. Radiology.—The hospital should provide or have ready 
access to radiologic equipment and service. When a full- 
time or part-time physician-roentgenologist cannot be em- 
ployed, the services of such a consultant should be secured. 
Radiologic interpretations must be made only by a compe- 
tent roentgenologist. A description of the roentgenologic 
examinations should be placed in the patient’s chart. 


The radiologist should be a physician who is qualified by 
training and experience to supervise the work of the depart- 
ment and furnish radiologic interpretations and reports; 
preferably he should be one who holds a certificate of the 
American Board of Radiology. 

8. Ethics——In order that a hospital may be eligible for 
registration it will, of course, be expected that the staff and 
management conform to the principles of medical ethics of 
the American Medical Association with regard to adver- 
tising, commissions, division of fees, secret remedies, ex- 
travagant claims, overcommercialization, and in all other 
respects. 





Wagner Bill on National Health Program.—“On Febru- 
ary 28 Senator Wagner of New York introduced in the 
Senate a bill for the carrying out of some of the phases 
of the National Health Program,” The Journal of the 
American Medical Association reports. 


“In the proposed bill Senator Wagner offers a series of 
amendments to the Social Security Act calling for an 
expenditure of Federal funds amounting to $80,000,000 the 
first year with gradual increases over a ten-year period for 
the purpose of establishing, expanding and improving state 
programs for ‘(1) child and maternal care; (2) general 
public health services and investigations; (3) construction 
of needed hospitals and health centers; (4) general pro- 
grams of medical care. and (5) insurance against the loss 
of wages during periods of temporary disability.’ Senator 
Wagner said in an interview that it ‘should be clearly 
understood that the bill does not establish a system of 
health insurance or require the state to do so.’ Funds 
would be made available under this bill to ‘those localities 
and states which are in the greatest need of the services,’ 
the size of the grants being determined on a variable 
matching basis, depending on the relative financial re- 
sources of the several states as determined by the per capita 
income of their inhabitants.’ It is not possible at this time 
to offer a complete analysis of the details of the proposed 
legislation. Obviously, it will be necessary for suitable 
committees of the Congress to give careful consideration 
to the proposals. While the sum announced—namely, 
$80,000,000 annually—is not large as compared with an 
annual expenditure of $850,000,000 ultimately proposed by 
the National Health Program, it represents nevertheless a 
considerable sum. Senators interested in an economy rather 


than a spending program have already announced op- 
position.” 


Warns Against Tying Off External Carotid Artery.— 
Only the external carotid artery (the principal artery of 
the neck) should be tied off for otherwise uncontrollable 
profuse nasal hemorrhages, J. L. Fetterman, M.D., and 
W. H. Pritchard, M.D., Cleveland, warn in The Journal of 
the American Medical Association for April 8. 

Their warning is based on a case in which not only the 
left external, but also the left internal carotid artery was 
tied off. Following this ligation or tying off, convulsions, 
impairment of intelligence, defection in the understanding 
of the written or spoken word, numbness of the left side of 
the body, and one-sided paralysis resulted. Insufficient blood 
supply on the left side of the brain was the chief cause of 
these symptoms. 





July, 1939 


SPECIAL ARTICLES 


NEW CALIFORNIA LAWS REQUIRE PRENATAL AND 
PREMARITAL TESTS* 


PRENATAL EXAMINATIONS 
CHAPTER 127 


An act providing for the protection of unborn children and 
the public health by requiring examinations of preg- 
nant or recently delivered women for syphilis, pro- 
viding penalties for the violation of the provisions 
thereof. 

[Approved by the Governor on May 9, 1939] 
The people of the State of California dog enact as follows: 


Section 1. Every licensed physician and surgeon or other 
person engaged in prenatal care of a pregnant woman or 
attending such woman at the time of delivery shall obtain 
or cause to be obtained a blood specimen of that pregnant 
or recently delivered woman, at the time of the first pro- 
fessional visit or within ten days thereafter. The blood 
specimen thus obtained shall be submitted to an approved 
laboratory for a standard laboratory test for syphilis. For 
the purposes of this act, an approved laboratory shall be 
a laboratory approved by the California State Department 
of Public Health, or any other laboratory, the director of 
which is licensed by said State Department of Public 
Health according to law. In submitting such specimen to 
the laboratory the physician shall designate that this is a 
prenatal test or a test following recent delivery. 

Sec. 2. For the purpose of this act a standard laboratory 
blood test shall be a test for syphilis approved by the Cali- 
fornia State Department of Public Health. In case of 
question concerning accuracy of tests prescribed in this 
act, it shall be mandatory upon the State Department of 
Public Health to accept specimens for checking purposes 
from any district in the State. 

Sec. 3. The California State Department of Public 
Health shall issue a “Prenatal Test Laboratory Report 
Form” to be distributed upon application to all laboratories 
approved to do tests called for in this act. Any laboratory 
doing tests called for in this act shall prepare the report in 
triplicate. The original of this report shall be transmitted 
by the laboratory doing such test to the physician submit- 
ting the specimen. The duplicate reports shall be forwarded 
at weekly intervals to the California State Department of 
Public Health. The triplicate shall be retained by the lab- 
oratory for file and shall be open at any time for inspection 
by an authorized representative of the California State 
Department of Public Health. 

Sec. 4. All laboratory reports shall be confidential and 
shall not be open to public inspection. 

Sec. 5. Any licensed physician and surgeon, or other 
person engaged in attendance upon a pregnant woman or a 
recently delivered woman, or any representative of a lab- 
oratory who violates the provisions of this act shall be 
guilty of a misdemeanor ; provided, however, every licensed 
physician and surgeon or other person engaged in attend- 
ance upon a pregnant or recently delivered woman, who 
requests such specimen in accordance with the provisions 
of Section 1, and whose request is refused, shall not be 
guilty of a misdemeanor. 
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* Governor Olson, on May 9, signed a bill (A. B. 493) 
introduced by Assemblymen Hugh M. Burns, Heisinger, 
Garland, Kepple, Kilpatrick, Corwin, Dilworth, Redwine, 
Knight, Mrs. Daley, and Miss Eleanor Miller, which re- 
quires prenatal tests for syphilis. This bill is now Chapter 
127, Acts of 1939. 

On June 5 Governor Olson signed Senate Bill 173, intro- 
duced by Senators Fletcher, Biggar, and Kenny, which 
requires premarital tests for syphilis. This bill is now 
Chapter 382, Acts of 1939. Both of these new laws will be- 
come effective ninety days after the adjournment of the 
Legislature. Because of their importance, and because of 
the widespread interest in the measures, both are repro- 
duced in this issue of CALIFORNIA AND WESTERN MEDICINE. 


See also editorial comment in this issue, on page 6; for 
press clipping items, on page 63. 


PREMARITAL EXAMINATIONS 
CHAPTER 382 


An act to add Article Ila to Chapter I, Title I, Part III, 
Division First of the Civil Code, for the protection of 
unborn children and the public health by providing for 
premarital examinations for syphilis, and providing 
penalties for violations of the provisions thereof and 
providing an appropriation for the administration of 
the act. 


[Approved by the Governor on June 5, 1939] 
The people of the State of California do enact as follows: 


Section 1. A new article, to be numbered Article Ila, 
is hereby added to Chapter I, Title I, Part III, Division 
First of the Civil Code, to read as follows: 


Article Ila. Premarital Examinations 


79.01. Before any person, who is or may hereafter be 
authorized by law to issue marriage licenses, shall issue 
any such license, each applicant therefor shall file with him 
a certificate from a duly licensed physician which certificate 
shall state that the applicant has been given such examina- 
tion, including a standard serological test, as may be neces- 
sary for the discovery of syphilis, made not more than 
thirty days prior to the date of issuance of such license, and 
that, in the opinion of such physician, the person either is 
not infected with syphilis, or if so infected, is not in a stage 
of that disease which is or may become communicable to 
the marital partner. 

Any person who by law is validly able to obtain a 
marriage license in the State of California is validly able 
to give consent to any examinations and tests required by 
this article. In submitting the blood specimen to the lab- 
oratory the physician shall designate that this is a pre- 
marital test. 

79.02. The certificate shall be accompanied by a state- 
ment from the person in charge of the laboratory making 
the test, or from some other person authorized to make 
such reports, setting forth the name of the test, the date it 
was made, the name and address of the physician to whom 
the test was sent and the name and address of the person 
whose blood was tested. 


79.03. The certificate of a physician and the statement 
from a person in charge of a laboratory or from a person 
authorized to make reports for the laboratory shall be on 
a form to be provided and distributed by the California 
State Department of Public Health to all officers in the 
State authorized to issue marriage licenses and to labora- 
tories in the State approved by the California State Depart- 
ment of Public Health. This form is hereinafter referred 
to in this article as “the certificate form.” 


79.04. For the purpose of this act a standard serological 
test shall be a test for syphilis approved by the California 
State Department of Public Health and an approved lab- 
oratory shall be a laboratory approved by the California 
State Department of Public Health, or any other laboratory 
the director of which is licensed by said State Department 
of Public Health according to law. In case of question 
concerning accuracy of tests prescribed in this article, it 
shali be mandatory upon the State Department of Public 
Health to accept specimens for checking purposes from 
any district in the State. 


79.05. The California State Department of Public 
Health shall issue a “Laboratory Report Form” to be dis- 
tributed upon application to all laboratories approved to do 
tests called for in this article. Any laboratory doing tests 
calied for in this article shall prepare the report in tripli- 
cate. The original of this report shall be transmitted by 
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CALIFORNIA AND WESTERN MEDICINE 


TWENTY-FIVE YEARS AGOt 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. XII, No. 7, July, 1914 
From Some Editorial Notes: 


Eliminating the Unqualified —The interesting condition 
of unrest which the Journal has commented upon quite 
frequently during the past two years, and which has been 
so evident to all observers of sociologic conditions, is, as 
Favill puts it, bound to result in many betterments though 
just how the result is to be reached may not at first be 
apparent. As the meaning of a word may, in time, be quite 
reversed through usage, so many of the ultimate develop- 
ments of what may at first appear to be vicious to a given 
individual, from his point of view, may prove to be distinct 
advances in the welfare of all the people. For example, 
consider industrial accident insurance, and what will surely 
follow it before many years have passed, sickness insurance. 
There is room for honest difference of opinion as to whether 
this is a sociologic betterment or not. There is plenty of 
room for honest difference of opinion as to whether it is 
to be an advantage to the medical profession or a great 
harm; time alone will tell the true answer to these ques- 
tions. In one way, however, it certainly seems to promise 
a decided advance for the injured working person, and, as 
he is so numerous, that means an advance for nearly all 
the people. ... 

,rf 


No City License for Physicians.—An attempt by a Cali- 
fornia city to compel physicians to pay a city license tax 
on the practice of their profession within its limits was 
defeated May 18 last, when Judge F. G. Finlayson of the 
Superior Court of Los Angeles pronounced the city ordi- 
nance in question unconstitutional. .. . 


7 7 7 


Take a Vacation.—lf you have not done it already, do 
it as soon as you can; take a vacation. Get away from the 
routine ; go somewhere, anywhere, but preferably near the 
earth. No one leads such a narrowing life as the physician 
and no one needs to get completely away from it every once 
in a while as does the doctor. He is eternally thinking and 
talking his shop. When two or three doctors are gathered 
together, they invariably begin to talk “shop” ; they cannot 
keep away from it, so when you go on your vacation do 
not go with another doctor. Anyone who does not get 
away from his own little path in life once in a while, gets 
stale; and it is not a good thing for your patients for you 
to get stale. 

7 7 7 


Another Word of Appreciation—A member living in 
Los Angeles, who was recently one of the defendants in a 
very bitterly fought suit for damages for alleged malprac- 
tice, which suit was defended and won by the legal depart- 
ment of the State Society, writes, in part, as follows: 

“Tt was a great relief when the suit was concluded in 
our favor. Such a case would make one appreciate the 
backing of the State Medical Society, if one needed stimu- 
lation for such appreciation. I wish to say further that the 
attorney for the State Society (in Los Angeles), Mr. 
Morrow, is, in my opinion, a real lawyer and a fine man, 
and the Society is fortunate in having his services at its 
command.” 

7 v 7 


Some More Arguments.—The last number of the pro- 
gram of the San Francisco County Medical Society pre- 
(Continued in Front Advertising Section, Page 20) 

+This column strives to mirror the work and aims of 
colleagues who bore the brunt of Association activities some 


twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and new members, 
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BOARD OF MEDICAL EXAMINERS 
OF THE STATE OF CALIFORNIA? 


By Cuartes B. Pinkuam, M.D. 
Secretary-Treasurer 


News 


“When the people of California vote on ‘Ham ’n Eggs’ 
at a special election they will cast their ballots also on an- 
other initiative—the ‘Chiropractic Act.’ That measure has 
qualified, and it is mandatory that it be on the ballot at the 
first state-wide election. While the Governor has not fixed 
the date for the special election, he has promised the ‘Ham 
and Eggs’ legions it will be quite some time in the future. 
Secretary of State Jordan said today that the mechanical 
requirements make it necessary for eighty or ninety days 
to intervene between the official call by the Governor and 


the date of election... .” (Monrovia Journal, May 25, 
1939.) 


“The Senate has completed legislative action on a bill by 
Assemblyman Hugh M. Burns of Fresno County and Ben 
Rosenthal of Los Angeles County, which would make the 
sale of reducing preparations containing dinitrophenol a 
felony. . .. Another Burns-Rosenthal bill, passed by the 
Senate yesterday, A. B. 1019, would make it a felony to 
sell eyelash preparations containing diphenylamine. . . .” 
(Los Angeles Examiner, May 31, 1939.) 


“Attorney-General Earl Warren has ruled that licensed 
physicians and surgeons cannot practice veterinary medi- 
cine without first obtaining a license from the State Board 
of Examiners in veterinary medicine. The opinion cited 
one exception—a licensed physician and surgeon ‘may assist 
an animal or practice veterinary medicine upon animals of 


which he is the owner’ in ‘emergency cases.’”’ (Sacramento 
Bee, May 15, 1939.) 


On May 26, 1939, the Appellate Division of the Superior 
Court of the City and County of San Francisco rendered 
a decision affirming the judgment of the Municipal Court 
rendered after jury trial March 3, 1939, finding Bilton 
Brunings, a licensed optometrist, guilty of violation of the 
Business and Professions Code relating to the practice of 
medicine, following which he was sentenced to pay a fine 
of $150, with an alternative sentence of thirty days in the 
county jail. 


Investigation reports relate that George Andrew Hunt, 
assertedly doing business in Oakland as a naprapath, on 
June 2, 1939, pleaded guilty to a violation of the Business 
and Professions Code relating to the practice of medicine 
and was placed on one year’s probation, on condition that 
he pay a fine of $150 and “discontinue allowing himself to 
be called ‘Doctor’ and desist from further violation of the 
Business and Professions Code.” 


“Officials investigating San Diego’s ‘smuggled body’ 
murder today awaited reports from officers sent to Luling, 
Texas, to exhume the body of Martha Wilma Anderson, 
sixteen-year-old victim. Meanwhile a new suspect was 
arrested in Eugene, Oregon. Frank McKinley Parchen said 
he would resist extradition after Oregon authorities had 
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